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ABSTRACT OF CAPSTONE
HIV TESTING AND HEALTH CARE RELATED DISCRIMINATION
AMONG BLACK AND WHITE MEN FROM THE 2006-2008 SEXUAL
ACQUISITION AND TRANSMISSION OF HIV COOPERATIVE
AGREEMENT PROGRAM (SATHCAP)
Background: The study investigated whether experiencing difficulty
obtaining heath care due to different forms of discrimination impacts Black and
White men being tested for HIV. It is important to discover if discrimination as a
structural factor inhibits progression through the HIV Care Continuum among
Black men. Structural factors may better explain the origin of HIV prevalence
disparities and how the social factors affect Black men being tested for HIV.
Methods: Data utilized was collected through the 2006-2008 Sexual
Acquisition and Transmission of HIV Cooperative Agreement Program
implemented in 6 U.S. cities and one Russian city: Los Angeles, CA; Chicago, IL;
Raleigh-Durham, North Carolina; and St. Petersburg, Russia. Study Participants
enrolled in the SATHCAP were Black and White non-Hispanic males. All the men
in the study were self-identified as men who have sex with men (MSM), men who
have sex with men and women (MSMW), and men who have sex with women
(MSW). Chi-square tests and logistic regression were used to analyze the data.
Results: Of the 2,541 participants, 484 (19.1) were White non-Hispanic
men and 2057 (80.9) were Black non-Hispanic Black men. Of those men, 80
(16.5) White men had not been tested, although 354 (17.2) Black men had not
been tested. More than a quarter of the men in the study experienced difficulty
getting health care due to any form of discrimination. Most of the men in this
study reported only being sexually involved with women (63.7%), more than 10%
reported being sexually involved with only men and more than 20% reported
being sexually involved with both men and women (26.2%). I found race and
sexual behavior were significant predictors of HIV testing. Black men
experienced racial discrimination at higher percentages than White men while
trying to get health care. When controlling for correlates, difficulty getting health
care due to any form of discrimination was not related to HIV testing among
Black and White men.

Conclusion: This study discovered there are complexities in the effects
health care based discrimination has on Black and White men and being tested
for HIV. Public health efforts must consider how the interplay between health
care discrimination and other barriers affect HIV testing among Black men. This
study suggests there are multiplicity of structural-related factors need to be
considered when addressing participation in HIV testing among Black men.
KEYWORDS: African American/Black, MSM, MSMW, MSW, HIV/AIDS,
Health Care, Discrimination, HIV Care Continuum
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CHAPTER 1
INTRODUCTION
HIV in the United States. For more than 30 years the Human
Immunodeficiency Virus (HIV) has existed in the United States (U.S.).1 The
Center for Disease Control and Prevention (CDC) has reported there was more
than 1.2 million Americans are currently living with HIV, with 50,000 newly
diagnosed cases per year.2 In 2014, an estimated 44,073 people were diagnosed
with HIV.1 The annual number of new cases declined by 19% from the years
2005 to 2014.1 Although the CDC reports a decrease in new cases of HIV, there
is still work to be done in the fight to eliminate new HIV infections, support all
people living with HIV to lead long and healthy lives, and eliminate the disparities
that persist among some populations.3
Blacks or African Americans (referred to as “Blacks” in this study) are the
most affected by HIV. In 2014, Blacks made up only 12% of the population but
accounted for 44% of all new HIV diagnoses.4 Gay and bisexual men are most at
risk as well. Gay and bisexual men account for 67% of all new HIV diagnosis. 4 At
the intersection of these populations, Black men who have sex with men carry
the highest instances of new HIV infections, with 11,201 new documented cases
in 2014.4 These statistics provide evidence Black men carry the heaviest burden
of HIV compared to any of other race.5
HIV Prevention Efforts and Health Care Continuum in United States.
In 2010, the Nation’s first comprehensive National HIV/AIDS Strategy for the U.S.
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was released.3 This strategy (including the 5 year update) has altered the way
HIV is discussed in the U.S. The discussion has pivoted to an emphasis on
prioritization and organization of prevention and care services. 3 Also, the
discussion has shifted focus to delivering clinical and non-clinical services that
help people living with HIV remain engaged in care.3 This strategy targets four
primary goals. These goals were extended from 2015 to 2020 and include: 1)
reducing new HIV infections; 2) increasing access to care and improving health
outcomes for people living with HIV; 3) reducing HIV-related disparities and
health inequities; and 4) achieving a more coordinated national response to the
HIV epidemic.
The National HIV/AIDS Strategy has fostered collaboration across federal
government agencies. Cross-agency partnerships formulated recommendations
for the HIV Care Continuum (HCC) Initiative.3 Increasing access to care and
improving health outcomes for people living with HIV was a top recommendation
for 2020. HCC Initiative efforts are expected to yield longer lives among
individuals diagnosed with HIV and to decrease the amount of new infections. 3
Going forward, improving outcomes at every step of the continuum is imperative.
Efforts must focus on every step, from diagnosis to linkage, engagement in care,
treatment, and ultimately viral suppression.3
The Executive Order in 2013 to accelerate improvements in HIV
prevention and care cited five recommendations and action steps that form the
Federal Interagency HIV Care Continuum Working Group.3 These
recommendations were created as a guide to the ongoing implementation of the
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National HIV/AIDS Strategy.3 The recommendations included the need for
strategies to “tackle misperceptions, stigma, and discrimination to break down
barriers to HIV prevention, testing, and care” and “prioritize and promote
research to fill gaps in knowledge along the care continuum.”3
For the purpose of this study, the entry into the HCC is the point of
interest. Individuals are less likely to enter the HCC without being tested for HIV.
The best way to reduce new HIV infections is to ensure timely diagnosis and
engagement in care.3 Recent studies have found only 1 out of 4 HIV-positive
people in the U.S. are successfully navigating the HIV Care Continuum and
receiving the full benefits of treatment.6 Determining the barriers to entering the
HIV Care Continuum is an important key to understanding the factors that are
contributing to the difference in HIV rates.5
HIV among Men. In 2010, the CDC reported 76% of individuals living
with HIV identified as male.7 It was estimated 1 in 51 men will receive a diagnosis
of HIV infection at some point in their lifetime.7 Men face a number of risk factors
that influence their likelihood of being infected by HIV. Most HIV infections in men
are transmitted through sexual contact, especially anal sex. Among men, more
than a quarter of the undiagnosed cases of HIV were attributed to male-to-male
contact.1 In 2010, CDC reported gay and bisexual men accounted for 63% of
estimated new HIV infections in the United States.1
The large percentage of gay and bisexual men living with HIV indicates an
increased chance of exposure to HIV for other men in this group. 8 Many gay and
bisexual men with HIV are unaware of their status.8 The National HIV Behavioral
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Surveillance System conducted in 20 cities that indicated there was an overall
increase in gay and bisexual men who knew of their HIV infection from 56% in
2008 to 66% in 2011.8 In this study, Black gay and bisexual men were less likely
to know their status (45%) compared to White gay and bisexual men (86%).8
Homophobia, stigma, and discrimination may influence whether men in this
group seek and are able to obtain quality health services.8 The CDC
recommends all gay and bisexual men get tested for HIV at least once a year,
and sexually active gay and bisexual men may benefit from more frequent
testing.8
HIV among Black Men. The burden of HIV among Black men is disproportionate
in the United States compared to men of different racial/ethnic groups. 5 Among
all Blacks diagnosed with HIV in 2014, an estimated 57% were gay or bisexual
men between the ages of 13 to 24.5 The CDC reported new HIV infections
among Black men was six and a half times that of white men (15.8) and more
than twice the rate of Hispanic/Latino men (45.5).5 These facts provide
compelling evidence Black men are experiencing significantly higher rates of HIV
by race and risk group.
A number of challenges contribute to the higher rates of HIV infection
among Black men. First, there is a greater number of people living with HIV in
Black communities.5 Black individuals tend to be sexually involved with partners
of the same race/ethnicity, subsequently Black individuals face a greater risk of
HIV infection with each new sexual encounter.5 This is a crucial factor for the
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transmission of HIV in sexual networks among Black men, especially Black gay
and bisexual men.
Additionally, prevention efforts are hampered by structural barriers
connected with race and risk behaviors. Structural prevention challenges
recognized by the CDC include socioeconomic factors and lack of awareness of
HIV status among Black men.5 However, Black gay and bisexual men face an
increased combination of prevention challenges such as socioeconomic factors,
smaller and more exclusive sexual networks, sexual relationships with older men,
and lack of awareness of HIV status.8 Lastly, stigma, homophobia, and
discrimination are prime challenges faced by this group and may influence
whether they seek or are able to receive quality care, including HIV testing.8
HIV Testing and Barriers among Black Men. Among all Blacks
diagnosed with HIV in 2014, an estimated 73% were men and 57% were gay and
bisexual men.9 As mentioned earlier, Black men have the heaviest HIV burden
among racial groups. Black gay and bisexual men have the highest estimated
HIV prevalence of any group in the U.S.10 Compared to their White counterparts,
Black gay and bisexual men are less likely to be tested for HIV and have access
to health care.11 Previous research has indicated HIV-related disparities among
Black men exist despite a similar or lower prevalence of individual level risk
factors.10 Social factors that affect Black men getting HIV tested may better
explain the origin of these disparities.
HIV testing is the first step in the HIV Care Continuum and an important
component of HIV prevention interventions focused on Black men. 10 Few studies
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have examined the role of structural factors on HIV testing among Black men. 12
Structural factors, including stigmatization, racism, barriers to healthcare, and
incarceration need to be the focus of future research and future interventions,
especially among Black gay and bisexual men.12 Mays and colleagues provided
recommendations to move the focus of HIV prevention research in the direction
of social/interpersonal factors to address social–structural barriers contributing to
HIV infection.13
Health-Care Based Discrimination Experienced by Black Men and HIV
Testing. It is reasonable to contend racial discrimination plays a role in the
persistence of health disparities in the U.S.14 HIV prevention research has
continuously highlighted structural factors as root causes of health disparities
between Black men and other groups.14 Previous studies have hypothesized that
Black men, especially BMSM experience racial discrimination when interacting
with the health care system and providers.14 This experience may influence the
HIV testing among this population.14
Stigmas and discrimination remain two of the greatest impediments to
efforts to combat HIV/AIDS.15 Stigmas and discrimination create significant
barriers to HIV testing, restrict utilization of prevention programs, and can inhibit
disclosure of HIV status to sexual partners.15 Barriers created by discrimination
and the stigma of HIV in health care can create a multiplicity of structure related
factors. The lack of availability of culturally appropriate care, socioeconomic
barriers, and insurance status are all examples of structural factors that Black
men experience.14 Millett and colleagues suggested it would be difficult to
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eliminate HIV-related disparities among Black men without addressing structural
barriers.16 Figure 1.1 explains graphically the progression of this process among
Black men.
Fig 1.1 Effects of the progression of Health Disparities among Black men
on HIV/AIDS

The Problem Statement and Scope of the Study. Research shows Black men
carry a heavier burden of HIV than any other race/ ethnicity.5 HIV-related
disparities among Black men exist despite a similar or lower prevalence of
individual level risk factors.10 Structural social factors affecting Black men being
tested for HIV may better explain the origin of these disparities.17 When
compared to other race/ethnicity groups, Black men are more likely to have
limited access to health care, live in impoverished communities, and experience
stigmas and racial discrimination.18-20
HIV testing is the first step in the HIV Care Continuum and an important
component of HIV prevention interventions focused on Black men.10 Few studies
have examined the role structural factors play in HIV testing rates among Black
men.12 Structural factors including stigmas, racism, barriers to healthcare, and
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incarceration need to be the focus of future research and future interventions
among Black men.12 Mays and colleagues recommended shifting the focus of
HIV prevention research to social/interpersonal factors in order to address
social–structural barriers contributing to HIV infection.13 Figure 1.2 is a
schematic depiction of the problem statement for this study. Studies have shown
there is limited research on the impact of health care related discrimination
among Black men, specifically related to HIV testing.21,17,14
Fig 1.2 Problem statement graphic depiction

The Purpose of the Study. The overarching purpose of this study was to
determine whether experiencing difficulty getting health care due to different
forms of discrimination impacts Black and White men being tested for HIV. I
sought to discover how discrimination as a psychosocial factor inhibits
progression through the HIV Care Continuum among Black men (Fig 1.3).
Fig 1.3 Conceptual Model: Discrimination as psychosocial barrier to
entrance to the HIV Care Continuum
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There are three specific aims in this study:
Specific aim #1: Explore the differences in the types of difficulty faced by Black
and White men when getting health care due to discrimination and layered by
sexual behavior (MSM, MSMW, and MSW)
Specific aim #2: Examine the association between experiencing difficulty getting
health care due to any form of discrimination and being tested for HIV among all
men, layered by sexual behavior only (MSM, MSMW, and MSW)
Specific aim #3: Examine the association between experiencing difficulty getting
health care due to any form of discrimination and getting HIV tested among Black
and White men.
Definition of Key Terms
To highlight the terms that will be used throughout this study, definitions of
the key terms will be discussed briefly. These definitions correlate to the Sexual
Acquisition and Transmission of HIV Cooperative Program 2006-2008
(SATHCAP) questionnaire. Men who have sex with men (MSM) was defined by
the SATHCAP as men who reported to only engage in sexual behavior with only
men and self-report being gay. Men who have sex with men and women
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(MSMW) was defined as men who reported to have sex with mostly men, but
occasionally with women, having sex with the equal numbers of men and
women, and having sex with mostly with women, but occasionally with men. Men
who have sex with women (MSW) was defined as men who reported only having
sex with women. Race and ethnicity was determined by the study participants
reporting whether they identified as non-Hispanic Black or non-Hispanic White,
Hispanic, or another race. For the purpose of this study, the study population
comprised of non-Hispanic Black and non-Hispanic White MSM, MSMW, MSW.
All of these key term definitions of the study population coincide with the CDC
2012 classifications.22 Lastly, injection drug use (IDU) was defined as participants
reporting using injection drugs in the past year before entering the study. Drug
use (DU) was defined as participants reporting using any type of illicit drugs in
the past year before entering the study.
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CHAPTER 2
LITERATURE REVIEW
The history of racial discrimination in the U.S. health care system has
resulted in a low level of trust in medical care, specifically among Blacks.13
Studies have shown a correlation between racial discrimination and Black
individuals’ reluctance to participate in medical research due to their distrust of
health care providers.23 The lack of trust in health care providers within the Black
community has resulted in racial disparities in health outcomes and access to
health care.23 Moreover, Blacks have reported lower rates of satisfaction with
physician visits than any other racial group.23 The experience of discrimination
Blacks encounter when seeking health care may be closely related to the degree
to which patients seek routine medical care, adhere to prescribed medications,
and maintain long term relationships with medical providers.23 Medical mistrust
and patient provider dynamics impact HIV testing and utilization of treatment.23
Maulsby and colleagues stressed additional research is needed to
determine if HIV care differs by race and sexual identity.24 More evidence is
needed to identify factors associated with barriers to HIV testing and lack of
retention in HIV care among Black men who have sex with men (MSM). Maulsby
and colleagues stated there is a compelling need for HIV programs for BMSM to
focus on the external roots that create barriers to HIV testing and delayed HIV
care. Research has indicated individually perceived discrimination due to any
identity, such as race, sexual orientation, social economic status, HIV status,
and/or drug use is associated with health.25 Specifically, in the United States,
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race and ethnicity predict variations in health statuses.25 Despite improvements
in prevention and treatment of HIV, there is a disparity between Black and White
men, HIV care, and HIV prevalence.26
Although there are various individual, behavioral, and knowledge-based
variables that may contribute to this disparity, there is a need for additional
research to understand barriers to HIV testing by race.26 Individual risk behaviors
do not appear to be driving the disparity between White and Black men.16 Millett
and colleagues found despite comparable rates of unprotected sex and fewer
sex partners, HIV prevalence remained greater among BMSM than White
MSM.17 Experiencing discrimination and stigma in the health care environment is
a psychosocial barrier that has been identified in quantitative and qualitative
studies among BMSM and White MSM.16
Discrimination is an interpersonal barrier for adequate health care among
Blacks and has a significant impact on health outcomes, specifically HIV/AIDS
prevalence. Studies have shown the population of individuals most likely affected
by discrimination are BMSM.12,24,26 BMSM are most likely to report being
impacted by discrimination and being affected by lower percentages of HIV
testing.24 The impact of those experiences could be affecting HIV testing among
BMSM, men who have sex with men and women (MSMW), and men who have
sex with women (MSW).
Literature Search Strategies. To provide context for this study, database
searches were conducted on PubMed, Google Scholar, and University of
Kentucky Library online databases to find similar studies. The literature search
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was conducted in various stages as the topic became more narrowed. Literature
search methods were guided by methods used in Maulsby and colleagues’
literature review, “HIV Among Black Men Who Have Sex With Men in the United
States: A Review of the Literature.”
The first criterion in the search was articles that included Black or AfricanAmerican men and HIV. To streamline the results, the following key terms for
each area were searched: HIV Treatment Cascade (leaky HTC, Patch HTC, side
doors HTC); Discrimination (Black men health care utilization, health care
environment; HIV treatment; Black MSW HIV, Minorities, HIV); structural barriers
(access to care, HIV care, patient-provider communication); stigma; and
internalized and externalized discrimination. The literature on discrimination
experienced by Black men within the health care setting is extensive, with more
than 15 studies published since 2003. Most of these studies focused on BMSM
and BMSMW as the target population experiencing discrimination in the health
care setting, with very little information and research on MSW and HIV
transmission.
Purpose and Objectives. The purpose of this chapter is to describe the
empirical evidence about the effects of experiencing discrimination within the
health care setting on Black men getting HIV tested and receiving HIV test
results to enter the HIV Care Continuum. First, this chapter will discuss HIV
testing among Black Men. Second, this chapter will examine HIV in Black
populations and Black Men in U.S. Third, the chapter will explore discrimination
and health among Black populations. Fourth, the chapter will illustrate that
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discrimination caused a decrease in health care utilization among Black men with
different sexual behaviors. Fifth, the chapter will discuss the low rate of HIV
testing due to discrimination experienced among Black men. Lastly, the chapter
will focus on theoretical considerations by explaining the HIV Treatment
Cascade.
HIV Testing Among Black Men. There is limited research on the impact
of race-specific discrimination on BMSM as it specifically relates to HIV testing.14
Given the importance of HIV testing on entry into the HIV Care Continuum, it is
imperative to understand the key indicators associated with the disproportionate
impact of HIV and AIDS among Black men, specifically BMSM.14 This question
can help address significant gaps in the literature, given the SATHCAP data has
information on more than just race-specific discrimination variables.
HIV-related social stigmas often result in HIV-positive individuals
experiencing prejudice and discrimination. Prejudice and discrimination remain
the greatest impediments to combatting HIV/AIDS, hindering concerted efforts to
address this epidemic at many structural levels.15 Therefore, one of the most
impactful consequences of HIV-related discrimination is on prevention as well as
care for individuals living with HIV.15 Discrimination can create significant barriers
to utilization of regular HIV care and access to quality care. HIV discrimination is
often associated with pre-existing assumptions, fears, and misunderstandings
regarding HIV-positive individuals’ sexuality, gender, race, ethnicity, and drug
use.15 There is a significant need to clarify how stigma-related barriers to

14

obtaining and adhering to treatment differ for HIV patients of different
backgrounds.
HIV in Black Communities and Black Men. In the United States, Blacks
have the most severe burden of HIV of all racial/ethnic groups and account for a
higher proportion of new HIV infections and prior diagnoses.5 In 2014, new cases
of HIV infection in Blacks were eight times higher than Whites overall. In addition,
Blacks accounted for an estimated 44% of all new HIV infections among adults
and adolescents despite representing only 12% of the U.S. population.5 Black
communities face a number of challenges that contribute to the higher rates of
HIV infection in the community. The higher incidences of HIV in the Black
community combined with the fact that Black populations tend to have sex with
the partners of the same race means they face a greater risk of HIV infection with
each sexual encounter.5
It is estimated 1 out of 50 Black men are infected with HIV and Black men
have a 1 in16 chance of becoming infected with HIV in their lifetime.26,5 Black
men with HIV have higher mortality and morbidity rates than White men with HIV.
Structural factors most likely contribute to these outcomes.14 Lack of HIV status
awareness is also a contributing factor that disproportionately affects HIV rates
among Black men. Among men in the Black community, late diagnosis in the
course of HIV infection is common. Late diagnosis of HIV infection results in
missed or delayed opportunities to get early medical care and help prevent
transmission to others.5
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In 2010, Black men accounted for 70% of the estimated 20,900 new HIV
infections among adult and adolescent Black populations.5 Black men bare a
significantly larger burden of new cases of HIV infections, seven times that of
White men, twice that of Latino men, and nearly three times that of Black
women.5 Among Black men, men who have sex with men (MSM) and bisexual
men represented 72% of new HIV infections and 36% of new HIV infections
among all MSM and bisexual men.5 There is a disproportionately higher
incidence of HIV among BMSM and MSMW and this added burden has not
explained by behavioral risk.16,17 HIV prevention research has highlighted some
of the structural factors as root causes of health disparities in HIV for Black men
in the U.S.27 Research has contended discrimination in the U.S. plays a role in
the persistence of health disparities in HIV among Black men in the U.S.13
Discrimination can be a contributing factor for the disparity between Black and
White men utilizing healthcare and being tested for HIV.
Discrimination and Health among Blacks. “Discrimination” is a term that
refers to one group of people being treated in a way that is inferior or less
desirable than how members of another group are treated. Systematic and
structural discrimination permeates much of society and is highly reported among
Blacks.28 Given the history of racial inequality in the United States, many
researchers have asked whether experiencing discrimination increases risk for
disease, inadequate healthcare, and poorer health outcomes.29 The health
disparities that affect the Black community in the U.S. arise from many known
sources. The sources include cultural differences in lifestyle patterns, inherited
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health risks, and social inequalities that are reflected in discrepancies in access
to health care, variation in health providers’ behaviors, difference in
socioeconomic position, and residential segregation.13 Many studies have
provided evidence that higher levels of discrimination were associated with
higher levels of illness in Blacks.30
Williams and colleagues performed a comprehensive review of available
empirical evidence from population-based studies of the association between
perceptions of racial/ethnic discrimination and health. There were a total of 53
studies that focused on racial/ethnic discrimination and poor health outcomes,
both mentally and physically. The findings consistently show discrimination is
associated with higher rates of disease.30
Moreover, studies have provided evidence racial discrimination is
associated with reluctance to participate in medical research and may be
associated with low rates of trust in health care providers.23 A cross-sectional
study was designed to assess individuals’ willingness to donate organs or blood.
Participants were surveyed about their trust in physicians, health insurers, and
hospitals. A sample population was analyzed with 42% (N=49) Black
respondents and 69% (n=69) of the sub-sample that were non-Hispanic White
respondents. After adjusting for potential confounders, researchers found Black
and White respondents differ in the trust they place in physicians, health
insurance plans, and hospitals. Black respondents were less likely to trust their
physicians compared to White respondents in the study by an adjusted absolute
statistically significant difference of 37%. Boulware and Colleagues concluded
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racial variations in trust in different health care entities could be the result of
divergent cultural experiences that could alter the perceptions of interpersonal
and institutional trust.23 It was posited the interpersonal and institutional mistrust
reported by Blacks may reflect fears regarding race-based discrimination.
Hausmann and Colleagues performed a cross-sectional study utilizing
data from the 2004 Behavioral Risk Factor Surveillance System to analyze
perceived racial discrimination in health care and self-reported health status
variables. Men and women were equally represented in the sample for all three
race/ethnic groups: Blacks, Whites, and Hispanics. The majority of respondents
in all race/ethnic groups reported having some kind of health care coverage:
88.3% of Whites, 76.9% of Blacks, and 66.0% of Hispanics.21 There was a small
percentage of respondents who reported perceived discrimination (3.4% of the
sample). There were significant differences in how often perceived discrimination
was reported between the different racial/ethnic groups.21 Among Whites, 2%
reported racial discrimination in health care, compared to 10.9% of Blacks and
5.2% of Hispanics.21 The difference between Blacks and Whites was significant
in both unadjusted and adjusted analyses. Hausmann and colleagues (2008)
controlled for sex, age, income, education, health care coverage, affordability of
medical care, racial salience, and state. The adjusted analyses suggested Blacks
reported perceived discrimination in health care three times more than Whites.21
It was also reported perceived discrimination was associated with worse health
statuses even after controlling for respondents’ race/ethnic group and other
demographic characteristics.21
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As discussed, there is a growing breadth of literature that suggests
experiencing some form of discrimination plays a role in the health of sexual and
racial minorities. Compared to other racial/ethnic groups, Blacks are less likely to
be engaged in care, which leads to lower survival rates.31 Bogart and colleagues
conducted a cross-sectional-study to examine the health effects of discrimination
due to race/ethnicity, HIV status, and sexual orientation among 214 Black and
208 Latino male participants. Participants were recruited from HIV social service
agencies and HIV medical clinics in Los Angeles, CA. The investigators found
40-50% of both Blacks and Latinos reported experiencing at least one form of
each type of discrimination within the past year.31 Compared to Latinos, Blacks
were more likely to experience discrimination due to race/ethnicity. Multivariate
models testing the unique effects of the three types of discrimination and the
combined effect of all three types suggested Black participants who experienced
great racial discrimination were less likely to have a high CD4-positive cell count
and an undetectable viral load.31
The results of this study are consistent with research being published on
perceived discrimination. The findings suggest discrimination is related to poor
physical health among people living with HIV. More specifically, racial
discrimination seemed to be paramount over other types of discrimination in
determining health outcomes in Blacks. Black participants who experienced more
racial discrimination had worse health outcomes, including lower CD4 counts,
higher HIV viral loads, and a higher likelihood of visiting an emergency
department.31 More emergency department visits is a strong indicator of poor
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health and lack of a primary care physician and is shown to be a consequence of
high mistrust and belief of discriminatory practices in the health care system.31 To
close, the differences found in this study among Blacks, Latinos, and Whites
have shown that the discrimination relationship does not work similarly across
mistreatment types and races/ethnicities.31 The investigators call for more
research to be focused on examining the unique health effects of different types
of discrimination by racial and sexual identities.31
Discrimination and health care utilization among Black Men with
different sexual behaviors. Bogart and colleagues posited health care related
discrimination does not have the same effects on individuals with different
race/ethnicities, and the same can be said about individuals with different sexual
behaviors. Black men who have sex with men (BMSM) are heavily affected by
the HIV/AIDS epidemic in the United States.24 More than half of BMSM who are
living with HIV are unaware of their status, which indicates they are not
accessing HIV care and entering the HIV Care Continuum.32 This puts these
individuals at a higher risk of transmitting HIV to sexual partners.
The amount of investment one makes in their health may, in part, be a
reflection of how the individual perceives their provider’s acceptance of their
identity.31 This notion is magnified for BMSM. Experiencing racial and sexual
discrimination leads to displacement and social isolation may make medical
encounters a more crucial place for effective social and medical interventions for
BMSM than they are for other populations.26 Malebranche and colleagues
conducted eight focus groups in a qualitative study from December 2000 and
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February 2001 in New York and a pilot focus group in Atlanta, GA. Each focus
group was limited to 12 participants, and the groups were equally divided
between those identifying as “gay” versus other categories of sexuality and HIVpositive and HIV-negative. Findings from this study suggest external and internal
barriers exist that deter BMSM from seeking health care. External barrier themes
that were mentioned were money, acquiring insurance, perceived lack if
confidentiality, and an impersonal medical system. External barriers are the
barriers that are usually mentioned when the conversation of accessing health
care is discussed. The investigators highlighted “external barriers are not only
those that prevent one from geographically getting to a medical facility but also
those within the institution themselves, which prevent efficient and quality care.”26
Internal barrier themes that were present included, internalized impediments
to medical care access, communication, and adherence. Adherence was
mentioned along with the discussion of distrust of the medical system, fear of the
health risk of being both Black and homosexual, and perception of interactions
with health care always being bad experiences laden with judgment and
discrimination. Internalization of these experiences were reported by focus group
participants to influence their investment in their personal health. The amount of
investment one makes in their health may, in part, be a reflection of how he
perceives his provider.26 This notion is magnified for BMSM who experience
racial and sexual discrimination that leads to displacement and social isolation.26
The findings of this study are consistent with previous research showing that
internalizations of oppressive influences in the health care setting can create
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health care utilization barriers. BMSM are experiencing, at a higher rate than any
other race, personal displacement due to the dual marginal status of being both
Black and homosexual.26 The external and internal barriers of medical distrust,
discrimination, and questionable confidentiality do not directly influence sexual
behaviors; however, they limit the extent to which medical facilities can effectively
address HIV in this population.26
Saleh and colleagues stressed Black men who have sex with men and
women (BMSMW) but do not identify as a gay are in urgent need of HIV
prevention services. Service providers’ attitudes can be affected by negative
beliefs about the lifestyles of men who are sexually involved with men and
women, and these negative attitudes create barriers that prevent these
individuals from reaching out for HIV prevention services.33 Empirical studies
have shown that BMSMW have reported having frequent unprotected sex with
male and female partners and participating in concurrent relationships with
partners of both genders.33
Saleh and Colleagues performed a qualitative study utilizing focus groups
consisting of community-based HIV prevention service providers and personal
interviews with 21 BMSMW. Moderators led discussions using a semi-structured
protocol. The topics included language and terminology for addressing the target
population, challenges and strategies in accessing the target population, and
understandings about HIV risk in the target population.33 Analysis was performed
by two independent coders who read each transcript, recorded written memos,
and developed a list of thematic content areas.
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The thematic content areas that arose from the data from the focus groups
consisted of critical attitudes toward MSMW, consequences of the increased
attention toward MSMW on service provision, barriers to open discussion among
MSMW clients, and need for innovative HIV prevention approaches for MSMW.33
The majority of the participants who were BMSMW reported previous HIV
counseling experiences within the health care setting with providers that showed
personal biases and negative judgments about sexuality. Men reported leaving
the experience with a sense of their feelings, comfort, and openness had been
undermined.33 This qualitative study highlighted the need for capacity building to
improve service providers’ interaction with BMSMW. The negative beliefs held by
service providers’ and the lack of connection between the BMSMW community
and HIV prevention is hindering the effort to improve the general landscape for
intervention among BMSMW. Therefore, it is necessary to create a space where
BMSMW feel more comfortable telling their health care providers about their
sexual history and are more open to being tested.
Qualitative research has identified significant barriers that prevent BMSMW
from seeking adequate health care. These barriers include psychological tension,
internalized homophobia, and fear of discrimination.34 Black MSW are not
discussed as intently as BMSM and MSMW. Literature has frequently stated
Black MSW are better known as the “ invisible population” in HIV/AIDS
research.35 The omission of Black MSW in HIV/AIDS research is puzzling,
according to many researchers. Although, in 2009 the CDC reported that Black
men accounted for 69% of HIV cases that resulted from heterosexual exposure.35
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HIV testing under-utilization due to experiencing discrimination
among Black Men. There is still a significant HIV prevalence disparity between
White and Black men. Social determinants, such as discrimination, stigma, and
poverty likely contribute to HIV racial disparities.36 These experiences can
contribute to decreased health care utilization that attributes to Black men not
participating in HIV testing. Many research studies have reported there is a
higher likelihood of BMSM being unaware of their HIV status or being diagnosed
late, which has been associated with experiencing discrimination.17 Mannheimer
and colleagues conducted a cross-sectional study utilizing the HIV testing history
collected during participant enrollment in the HIV prevention trial for at-risk
BMSM in the United States. In this study, over 1 in 5 BMSM participants reported
not testing in the year before enrolling in the study, and 12% of the participants
reported never having had an HIV test.36 Being unemployed, not seeing a
medical provider in the previous six months, and having high levels of
internalized stigma due to discrimination were all independently associated with
study participants reporting infrequently getting HIV tested.36 The findings of this
study highlighted the need for further research to understand the barriers to HIV
testing among BMSM, such as stigma and discrimination.
Levy and Colleagues found that structural level barriers have contributed
to low usage of HIV testing and prevention services. The investigators focused
on four domains: health care, stigma and discrimination, incarceration, and
poverty. Methods used in this study were online database searches for peerreviewed literature on structural barriers to HIV testing and prevention. The
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search was conducted in comprehensive stages using significant key words and
medical subject heading terms. Consistent with studies that have found stigma
and discrimination to be internalized barriers, other studies have shown these
experiences are correlated to HIV risk in BMSM and BMSMW.37-39 Studies have
shown BMSM who experience discrimination due to race and sexual orientation
while trying to get health care are more averse to participating in HIV testing or
prevention services.40 Study participants said access to unbiased, nonjudgmental, free flowing information health care environments would make them
more likely to utilize HIV testing and HIV prevention services.
Doshi and colleagues performed a semi structured qualitative study in
three cities between April 2010 and June 2010 as part of Project Adofo. The
investigators explored the factors influencing Black men’s general health care
and HIV/STI testing experiences. The framework utilized for this study was The
Anderson Behavioral model of health care utilization. This framework guides the
examination of the general health care experiences and HIV testing practices of
Black men. There were a total of 90 Black men interviewed for this study. The
final sample consisted of 78 participants.
The findings of this study identified themes that focused on challenges
and eases of the health care experiences among Black men in Georgia. The
non-tested participants were primarily reliant on health care providers to suggest
HIV testing, and whether or not providers recommended testing depended on the
doctor-patient relationship. Non-tested participants noted more negative
experiences than tested participants. Non-tested and tested participants also
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cited inferior quality of health care services within the Black communities as an
obstacle to participating in HIV testing, and they also mentioned confidentiality
concerns as a common deterrent.
These findings are consistent with previous studies in which Black men
have expressed concerns with race, racism, geography, and poverty that
influence racial disparities in health outcomes, specifically HIV.41 The fear of
inadequate confidentiality is a recurring theme in discussions of HIV testing. This
finding supports the theory that distrust in the medical system remains prevalent
among Black men even after successful public health efforts to better serve this
population. There were, however, some limitations to this study. The results are
not generalizable to all Black men, because all of the participants were
heterosexual Black men who reside in Georgia. Social desirability bias could also
be present in the results because the investigators asked questions at the end of
an in-depth interview rather than using a self-reporting system. However, this
study supported the need for more research into the barriers that are creating
obstacles between Black men and accessible health care for HIV testing.
Effects of Unrecognized HIV diagnoses among Black Men.
Unrecognized HIV diagnoses can be contributed to individuals not getting HIV
tested or not actually getting their HIV test results from the testing site. Studies
have provided evidence that high rates of unrecognized HIV infection among
Black men increased the odds of HIV transmission to sexual partners.17,42 The
CDC supports this claim that most new HIV infections in the U.S. are attributable
to HIV-positive individuals who are unaware of their infection.17
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Consistent with the recommendations from Doshi and colleagues, Millett
and colleagues also found in a meta-analysis, completed in 2007, that behavioral
risk factors for HIV infection do not explain the racial disparity in HIV prevalence
between Black and White MSM. In this meta-analysis, data synthesis was
performed by pairs of reviewers independently pulling abstracted data from
eligible articles. Abstracted data for Black and White MSM was converted into
percentages that represented ‘yes’ versus ‘no’ responses for a given outcome of
interest then organized into a summarizing table of outcomes. The investigators
found there were no significant differences between BMSM and White MSM
across abstracted studies in reported UAI, commercial sex work activity,
substance abuse, history of HIV testing, or sex with known HIV-positive partners.
Among the findings in this study, investigators found that BMSM were more likely
to report being tested across studies than White MSM, BMSM were seven times
more likely than White MSM to have unrecognized HIV infection than their White
counterparts.
Theoretical Considerations: HIV Care Continuum. The HIV Care
Continuum (HCC) is an effective theory that explains the pathway HIV-positive
individuals are intended to successfully progress through, from diagnosis to viral
suppression with the use of antiretroviral therapy.43 The health and prevention
benefits from HIV-positive patients entering the HCC and continuously sustaining
proper management are well documented. Behavioral prevention programs, early
diagnosis, prompt linkage to sustained care, retention in care, adherence to ART,
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and viral suppression constitute points along a comprehensive continuum of
care.32
To reduce the morbidity, mortality, and onward transmission of HIV, at risk
individuals need uninhibited access to enter the HCC, which starts with getting
HIV tested. Fettered access to care can spawn from interpersonal and structural
barriers. These interpersonal barriers include: experiencing discrimination when
trying to get health care due to an individual’s sexual identity, race, SES, HIV
status, and substance usage. As investigators, understanding the dynamics of
this Treatment Cascade is essential to controlling HIV transmission on a
community level.44 Mills and colleagues note mathematical models such as the
HCC can be a cost-effective strategy that saves billions of dollars in the future.45
However, it is also stated that mathematical models of HIV prevention have
programmatic weaknesses. The heterogeneity of estimates for outcomes of
mathematical interventions weakens the inference severely.45 To maximize the
benefits of HCC, specific groups should be considered independently when being
processed through the care continuum. High risk groups such as sex workers,
MSM, and injection drug users have to be considered independently due to the
experience of different barriers each group will encounter. The HCC must
consider psychosocial factors to achieve maximum outcomes.
Discrimination may be a factor that contributes to “leaks” or “drop-off” in the
HCC. Ayla and colleagues conducted a cross-sectional study utilizing data from
the Global Men’s Health Rights Survey to investigate the determinants of drop-off
from the HIV Care Continuum among MSM. The investigators hypothesized that
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experiences of stigma and discrimination among healthcare providers would be
negatively associated with individuals being tested, being linked to care, being on
ART, being retained in care, and undergoing viral suppression.32 Participants
answered questions regarding their HIV testing history, whether they had ever
been tested, the time since their most recent test, and the most recent test
results. The investigators identified stages of the HIV Care Continuum and
measured the proportion of respondents who were in each stage.
This literature review will focus primarily on the variable of HIV testing. The
investigators considered HIV testing to be upstream of the HIV Care Continuum.
57% (n=3469) of the participants in the study reported ever being tested, and of
those men 12% (n=723) reported being diagnosed with HIV. In the bivariate, the
results of this study are significant due to the opposition of the findings.
Participants who reported ever having experienced stigma related to HIV or
stigma related to homosexuality were more likely to have been tested for HIV.
Comfort with provider participation in risk-reduction programs, higher access to
medical care, and higher community engagement were also contributors to
getting HIV tested among the study population.
In the multivariable analysis, comfort with the provider and experiencing
stigma related to HIV testing and homosexuality continued to be significant and
positive predictors of HIV testing. Overall, the study findings showed that drop-off
of individuals in the HCC progression may be linked to inequalities in access to
HIV services that are in turn driven by relative lack of resources and social
disenfranchisement.32 These findings corroborate the study findings expressed
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by Millet, that inadequacies in delivery of HIV care for socially disenfranchised
individuals and populations of MSM are a significant contributor to drop-offs from
the HIV Care Continuum.17 Also, the investigators did not further explain or give
insight as to why experiencing stigma was positively related to getting HIV tested.
However, the study findings support that being comfortable with your health care
provider and the lack of discrimination is positively correlated with getting HIV
tested.
Hallett and Eaton posited the HCC is an effective cascade to care for HIVpositive individuals. However, it is hypothesized there are gaps in the cascade
that can be supplemented with patient health seeking behaviors. Health seeking
behaviors allow patients who are not linked to care to be initiated to the cascade
and then initiated to Antiretroviral Treatment (ART). Early initiation to the HCC
could reduce HIV incidences substantially.46
The conceptualization of the cascade is powerful because it links patients
to subsequent management adherent HIV health outcomes that happen over
time (Fig 2.1). The ideal connection to the continuum has to begin with early
diagnosis. Hallett and Eaton proposed modifying the HCC to allow for multiple
paths through the stages of HIV care.46 This notion contradicts the intention of
the HCC where individuals are intended to pass through the stages in order, with
some patients dropping out of the HCC.
Progressing through the HCC could account for those in at-risk
populations who are more susceptible to dropping off or having a leaky HCC
experience, especially those who experience discrimination while in the health
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care setting. Hallett and Eaton concluded the HCC is a strong strategic approach
to connecting individuals to sustainable HIV management with ART.46 However,
the available data suggests the expected traditional progression through the
cascade does not accurately characterize the cascade to care for HIV patients.46
The investigators hypothesized that individual trajectories through care
can follow multiple paths and are influenced by their interactions with providers
and their understanding of the severity of their conditions.46 Furthermore,
improving the HCC will require evaluating and improving the care HIV infected
patients receive, especially individuals in at-risk populations who need
considerations. There have been many studies focused on the HCC; however,
there are few studies that focus on racial contributors and psychosocial factors
related to individuals dropping off.32 Most studies have focused on geographical
patterns and global income differences.44,47 The current study will contribute to
the gaps in understanding the beneficial outcomes of being initiated into the HCC
and investigate how experiencing discrimination may prevent Black men from
being tested.
Fig 2.1 Schematic model of the HIV Care Continuum
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CHAPTER 3
METHODOLOGY
The capstone study used data collected as part of the National Institute of
Drug Abuse (NIDA), which was founded by the Sexual Acquisition and
Transmission of HIV Cooperative Agreement Program (SATHCAP). The
objective of the SATHCAP was to examine the role of drug use in the sexual
transmission of the human immunodeficiency virus (HIV) from traditional high-risk
groups, such as men who have sex with men (MSM) and drug users (DU), to
lower risk groups in three United States cities and one Russian city: Los Angeles,
CA; Chicago, IL; Raleigh-Durham, North Carolina; and St. Petersburg, Russia. It
was important to note that the data from St. Petersburg was not included in the
data sample received to perform this study.
This chapter will begin with a description of the data source—the parent
study. Secondly, the data collection methods of the parent study will be
discussed. Thirdly, the determination of the study sample will be explained.
Lastly, I will conclude with a description of analytic approaches used to address
each study aim.
The Parent Study—SATHCAP
The SATHCAP study utilized respondent driven sampling (RDS) to collect
a diverse population of men and their sexual and drug use partners who share
the same HIV risk behaviors. However, the investigators discovered one of the
theoretical underpinnings of RDS was violated during recruitment.48 When the

32

investigators utilized RDS for recruitment, respondents were assumed to recruit
randomly from their personal networks.48 The investigators assumed this
violation occurred among gender, race/ethnicity, and socioeconomic variables.
This parent study data limitation was a strength for this proposed study. Through
RDS, a unique data set of marginalized and HIV high risk population can be
analyzed.
To expound, 64% of the participants in the study were men. There were
high rates of extreme homelessness, poverty, joblessness, and incarceration
among all men in the SATHCAP study. About three-quarters of the men in the
SATHCAP study were previously incarcerated (74.1%). More than half (55.3%)
of the men reported being unemployed, over 25% reported being homeless in the
past year (39.1%), and 70.9% reported a monthly income of $500 or less.49 In
addition, the SATHCAP study was able to capture data on a large proportion of
BMSM (85.5%), MSMW (78.1%), and MSW (86.9%).49 Lastly, all men recruited
as seeds for the study had participated in some form of drug use.
In addition, the SATHCAP study was able to capture data on experiences
of difficulty getting health care due to discrimination among this unique
population of men who have stigmatized socioeconomic statuses and diverse
sexual behaviors. Studies have shown stigma and discrimination in the health
care setting are barriers to accessing HIV prevention, using care and treatment
services, and adopting key preventive behaviors.21 The experienced
discrimination among these marginalized populations needed to be further
examined.
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Data Collection
SATHCAP utilized respondent-driven sampling to recruit participants into
the study. RDS is a peer-driven chain referral method that relies on a structured
system of recruitment procedures and financial incentives to encourage
recruitment and participation.48 RDS has been demonstrated by several studies
to yield large samples when recruiting “hidden” populations.48 “Hidden”
populations are those for whom no sampling frame exists and for whom there are
usually privacy concerns because of stigmatized or illicit behavior.48 In the
context of HIV and behavioral research, both DU and MSM are considered
“hidden” populations, which makes it difficult to gather a large sample of these
groups.48 Traditional sampling can be very costly, and non-probability methods to
recruit “hidden” populations to encourage study participation among marginalized
individuals are ideal. In RDS, “seed” participants are identified as those who
meet the study eligibility criteria, and those “seeds” are expected to recruit
individuals from their social networks into the study.48
SATHCAP employed the basic concepts and procedures of RDS for
multilevel recruitment with two phases. The first phase was to recruit the initial
seeds, composed of MSM who were also drug users (injecting and noninjecting). The second phase was to recruit the sex partners of members of the
first phase group (dual-high risk men).48 For the three U.S. sites, Phase 1
recruitment took place between September 2005 and December 2006, and
Phase 2 between November 2006 and August 2008.48 The two phases were
essentially identical except for slight changes to the recruitment scheme in Phase
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2 to adjust for under-recruitment of sex partners in Phase 1. Phase 1
respondents were not eligible to participate in Phase 2.48
All sites began recruitment in each phase with the selection of participant
seeds who met the study eligibility criteria, were connected to networks of
substantial size, and were willing to recruit others. Seeds were recruited based
on methods of RDS that were presented by Heckathorn in 2002. In order to fulfil
the method requirements of RDS, the groups had to have equal homophily.50
The data indicated that this assumption was violated for some sites in the
study.48 Assumptions were likely violated due to gender, SES, and
race/ethnicity.48 The investigators stated the impact of these problems on
assumptions underlying the RDS Markov Model were minor violations on
assumptions that would cause the equilibrium to be reached more slowly.48 I
decided to make no further adjustments.48
The assumption of recruiter and recruit reciprocity also presented a
problem.50,48 This assumption states there was a reciprocal relationship between
recruiters and recruits. 50,48 The recruiters are instructed to recruit people they
know are members of MSM or DU networks.48 However, there was a small
percentage of participants at each study site who said their recruiter was a
stranger.48 This indicated some breakdown in the study procedures and a
violation of reciprocity assumption.48
Each site started with a small number of seeds (see Fig. 3.1) and then
added seeds as needed throughout the study to boost recruitment, when, for
instance, a recruitment chain ended or it was necessary to boost recruitment in
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one of the higher risk groups (e.g., MSM + DU/IDU).48 Fig 3.1 illustrated the
composition of all seeds selected throughout both phases of the study. Seed
composition consisted of N=318 male participants, n=206 of whom were White
men, n=117 of whom were Black men, and n=67 of whom were Hispanic. Of
these men, 197 were IDU/DU and 102 were MSM+IDU/DU. The majority of the
seeds were between the ages of 40-49.
Seeds were given color-coded coupons to give to other individuals
connected in their network, and the coupon color given depended on the seed’s
connection to the individual. For instance, sexual partners got a different color
coupon than individuals who used drugs with the seed participant. Coupons were
dollar-sized colored papers that contained a coupon number (for eligibility
screening) and contact information for the study. A map of the study location was
on the back of the coupon. The coupon colors differed based on risk group
classification. Figure 3.1 and figure 3.2 illustrated the total number of recruits
from phase 1 and phase 2. In phase 1, the Chicago site recruited the most
participants (n=1,068) from the fewest number of seeds (n=5).48 Phase 2
extended longer than phase 1 in an effort to maximize the length of recruitment
chains.48 All sites employed a substantially higher number of seeds in phase 2,
and all sites except for St. Petersburg were able to recruit more participants in
phase 2 than they did in phase 1.48 St. Petersburg data was not included in this
study sample.
Fig 3.1 and 3.2: SATHCAP seed composition and summary of
recruitment for SATHCAP study phases 1 and 248
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All potential participants were screened to determine whether their
coupons were valid. Next, participants answered a series of questions to
determine whether they met eligibility criteria for the type of coupon they wished
to redeem. Participants who redeemed sex partner coupons had to report having
sex in the past 6 months with the person who recruited them into the study. To
eliminate duplicates, SATHCAP investigators utilized a Record Management
System (RMS).
The RMS included an eligibility screening system that collected descriptive
characteristics of each participant, confirmation of consent, status of
questionnaire, and dates of coupons distributed.48 The RMS could screen for
duplicate participants by comparing new participants’ demographic
characteristics, biometric measurements, and physical features with existing
participants.
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All eligible participants were interviewed using three questionnaires. All
questionnaires were conducted utilizing an audio, self-administered
computerized interview. The first questionnaire, RDS1, focused on obtaining an
estimate of the participant’s network size, to examine for possible recruitment
bias. The investigators wanted to ensure the seed participants had large
networks to fulfill the assumption of RDS. This assumption was respondents
recruit randomly from their personal networks.48
The primary questionnaire focused on obtaining information on the
participant’s drug use, sexual risk behaviors, sexual partnerships, and the nature
of these partnerships and about structural, environmental, geographic, and
network factors related to their risk behaviors.48 The third questionnaire, the
RDS2, assessed the characteristics of individuals in the participants’ networks
who declined the coupons and asked participants about individuals in their social
network who did not redeem the coupons or did not accept them. The third
questionnaire was designed to facilitate the examination of recruitment bias.48
Sample
This capstone study sample was drawn from data from three U.S. sites
only; RTI, UCLA, and UIC, because the data from St. Petersburg, Russia, was
not available for access. Although SATHCAP data contains both men and
women, only data on men was used due to the focus of the study. This sample
contains men who met the inclusion criteria and who completed questionnaire
responses of selected study variables (see below). Of the 4,688 participants who
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were interviewed within the 2-year timeframe, 2,974 (64.0%) were male. Of those
men 2,555 (85.9%) were eligible for the study population.
The questionnaire allowed participants to skip questions or elect to refuse
to answer. Participants who had missing data for any of the variables being used
in the analysis were excluded from the study sample. There was no significance
in the analytical study population and the missing data. The population of men in
the study was initially 2,661 men. Men who did not complete the questionnaire in
its entirety and men who were not non-Hispanic Black and White were excluded
from the study. This information was illustrated in the table of missing data in the
appendix.
Measures
The HIV Care Continuum explains the continuum of care path HIV-positive
individuals follow, from HIV diagnosis to one of several endpoints: 1)viral
suppression, 2) death, or 3) no viral suppression.44 Previously presented Figure
2.1 illustrated the focal point of this study was the HIV Care Continuum and the
potential psychosocial barrier of experiencing difficulty getting health care due to
discrimination, which can prevent patients from entering the continuum of care.
Measures selected for inclusion in this study best represent the constructs in this
proposed model: difficulty getting health care due to discrimination, HIV testing,
and sociodemographic factors that may impact this relationship.
This section discusses the operational definitions of the variables used in
the analyses. There were variables that serve as dependent variables in the
bivariate analysis and then become correlates in the regression models. The
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primary correlate used in the study was difficulty getting health care based on
multiple forms of discrimination. Also, this variable in its dichotomized form was
utilized as a dependent variable in the bivariate analysis. The primary dependent
variable used in this study was ever having been HIV tested. Correlates included
were age, race, employment status, sexual behavior, homelessness,
incarceration, and injection drug use.
Dependent Variables
There were two outcomes of interest: HIV testing and difficulty getting
health care due to discrimination.
HIV Testing. All participants were asked in the primary questionnaire:
“How many times before today have you had a test for HIV?” The participants
were allowed to provide a continuous numerical value as a response. For the
purpose of this study, HIV testing responses were recoded to a dichotomous
variable with “Yes” indicating they have been tested for HIV (a response of >1)
and “No” indicating they have never been tested for HIV (a response of 0).
Difficulty getting health care due to discrimination. The parent study
utilized separate items to collect data on the participant’s experiences with
difficulty getting health care. Participants were asked: “…in the past year, if they
had difficulty getting health care due to discrimination” based on race/ethnicity,
alcohol and drug use, social or economic status (SES), sexual orientation, or HIV
status. For the purpose of this study these responses were described as
“difficulty getting health care due to discrimination” and may be referred to as
“discrimination variables.” The response options for these questions were “Yes,”
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“No,” or “Refuse to answer.” Those who refused to answer were recoded as
missing. Those who reported not experiencing any difficulty getting healthcare
due to any form discrimination were re-coded as (0) and those who reported
experiencing any difficulty getting healthcare due to discrimination were re-coded
as (1).
Correlates
Sociodemographic and risk-related factors can influence HIV testing
practices and whether individuals obtain HIV test results.24 Sociodemographic
variables included in this study were age, race, education, employment status,
and homelessness. Age was not directly asked of the participants but was
calculated from their date of birth. Race and ethnicity were determined from two
separate variables. To determine race/ethnicity, I used data from the “HISP”
variable and from the variables “RACEA-RACEE”.
For the purpose of this study, only non-Hispanic White men and nonHispanic Black men were included in the analytic sample. As previous research
mentioned, Blacks have been shown to have higher morbidity and mortality rates
compared with Whites across multiple conditions, such as HIV/AIDS.14
Researchers have posited there was strong theoretical basis for a relationship
between discrimination and HIV among Black men.24
The education variable includes participants’ highest level of education
completed. Response options ranged from “no formal schooling” to “obtaining a
graduate or professional degree.” The education variable had to be re-coded to
these levels due to the different sites of the parent study collecting data on
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education with different categories. For instance, some study sites recorded
“uncompleted secondary” in its own value, rather than combining those
individuals with “less than high school graduate”. Employment was obtained by
participants choosing options to describe their current work situation. In the
original survey, study participants were coded as disabled, not able to work,
unemployed, working full-time, working part-time, a full-time stay at home mom
or dad, full-time student, retired, or refuse to answer. The categories were recoded into full time employment, part-time employment, disabled not-working,
and unemployed. The individuals who refused to answer were recoded as
missing. Study participants were asked “at any point during the past year, did you
consider yourself homeless?” The original questionnaire responses were, “yes’,
“no’, and “refuse to answer’. Response options were recoded to “yes”, “no,” and
“missing” for those who refused to answer.
To assess sexual contact of the men in this study, I chose to utilize their
sexual behavior opposed to their sexual identity. By categorizing the men by
reported sexual behavior versus reported sexual identity, it allows the research to
have informed results based on accuracies of sexual involvement at the time of
the study. Reporting of sexual identities and sexual behaviors can be influenced
by sociocultural related factors and can be fluid over time.51 For instance, a man
could consider himself “straight” but engage in sex with a man for monetary
reasons or erotic desire. By using the participant’s reported sexual behavior, the
results capture the actual sexual acts the participants’ engage in rather than the
identity they chose to subscribe to at the time.
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The original survey asked the participants to “describe your sexual
behavior”. The response options were: “ I have sex only with men,” “I have sex
mostly with men, but occasionally with women,” “I have sex with about equal
numbers of men and women,” “I have sex mostly with women, but occasionally
with men,” “I have sex only with women,” “I have never had sex,” and “Refuse to
Answer.” For the purpose of this study I categorized “I have sex only with men”
as MSM. Then, I categorized “I have sex mostly with men, but occasionally with
women,” “I have sex with about equal numbers of men and women,” and “I have
sex mostly with women, but occasionally with men” as MSMW. Next, 1
categorized “I have sex only with women” as MSMW. Lastly, 1 categorized “I
have never had sex” and “Refuse to Answer” as missing.
Main Predictor Variable
The primary predictor in this study was participants’ experience of difficulty
getting health care due to discrimination, based on various identity
characteristics. These characteristics include race, sexual orientation, SES,
alcohol and drug use, HIV status, and any of these forms of discrimination
(dichotomized discrimination index described below). These discrimination
variables also serve as dependent variables in the first aim of this study. The
procedures used to create these variables are described in the dependent
variable definition section.
Analytical Plan
All analyses were performed using IBM SPSS Statistics 22® statistical
software. This study examined three specific aims. Descriptive statistics were
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used to describe the characteristics of the study population as well as the
prevalence of independent and dependent variables in the sample. Counts and
percentages were reported for categorical and dichotomous variables, and
means and standard deviations are reported for continuous variables.
To address specific aim 1, I explored the difference in the types of
difficulty getting health care due to discrimination by Black and White men
layered by sexual behavior (MSM, MSMW, and MSW). Chi-square tests were
used to assess the associations between difficulty getting health care due to
discrimination based on SES, race, HIV status, alcohol and drug use, and sexual
orientation among Black men and White men layered by different sexual groups
(MSM, MSMW, MSW). Types of difficulty due to discrimination that illustrated
significance (p<.05) in the chi-square tests were included in the respective
adjusted multivariate logistic regression models. Four models were built within
the three sexual behavior groups to assess the impact of correlates on the odds
of experiencing difficulty getting health care based on group-specific types of
discrimination. Each type of difficulty getting health care based on discrimination
included in the individual models had to be statistically significant. I selected
correlates to include in the logistic models by data dependent selection (p<.05)
and subject matter knowledge.
To address specific aim 2, I examined the association between
experiencing difficulty getting health care based on any form of discrimination
and being tested for HIV among all men, layered by sexual behavior only (MSM,
MSMW, and MSW). Chi-square tests were used to assess the associations
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between difficulty getting health care due to discrimination based on any form of
discrimination and being tested for HIV among all men, layered by sexual
behavior. Associations that were significant (p<.05) in the chi-square tests were
included in the adjusted multivariate logistic regression model. One direct logistic
regression model was used. In this model, experiencing difficulty getting health
care due to any form of discrimination was the main predictor, and I selected
correlates to include in the logistic models by data dependent selection (p<.05)
and subject matter knowledge.
To address specific aim 3, I examined the association between
experiencing difficulty getting health care based on any form of discrimination
and getting HIV tested among Black and White men. Chi-square tests were used
to assess the associations between experiencing difficulty getting health care
based on any form of discrimination and getting HIV tested among Black and
White men. Associations that illustrated significance (p<.10) in the chi-square
tests were included in the adjusted multivariate logistic regression model. With
this specific aim, (p<.10) was accepted because of the primary scope of the
study. Two direct logistic regression models were used. In this model,
experiencing difficulty getting health care due to any form of discrimination was
the main predictor, and I selected correlates to include in the logistic models
based on significance (p<.05).
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Chapter 4
Results
Demographics Characteristics
Table 4.1 illustrates demographic characteristics of the study population.
Among the 2,541 men in the study population, 82.9% (n=2,107) had been tested
for HIV, although17.1% (n=434) had never been tested for HIV before entering
the study. Roughly 49% of the population was over the age of 45. Due to the
study’s inclusion criteria, non-Hispanic Black and White men were the only
race/ethnicity included in the study population; more than 80% of the population
identified as being Black/ non-Hispanic. A majority were unemployed, had a high
school degree and had completed some college.
Most of the men in this study reported only being sexually involved with
women (63.7%), more than 10% reported being sexually involved with only men
and more than 20% reported being sexually involved with both men and women
(26.2%). Although most of the study population had been incarcerated (74.3%),
the majority was not homeless within a year of entering the study (57.4%) and
did not use injection drugs (60.5%).
Lastly, there were six forms of difficulty getting health care due to
discrimination assessed in this study: discrimination by SES, discrimination by
race, discrimination by HIV status, discrimination due to alcohol and drug use,
discrimination by sexual orientation, and a composite measure of discrimination
by any form. More than a quarter of the men in the study experienced difficulty
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getting health care due to any form of discrimination. Difficulty getting health care
due to discrimination based on SES was experienced by 22.5% of the men in this
study, and 15.7% experienced difficulty getting health care due to discrimination
Table 4.1. Demographic, health, and behavioral characteristics of men by race, 20062008 (N=2,541)
Total
White
Black
p-value
(%)
(%)
2541
484 (19.1) 2057 (80.9)
All Men
.389
Ever Been HIV Tested
Not Tested
434 (17.1)
80 (16.5)
354 (17.2)
Tested
2107 (82.9)
404 (83.5) 1703 (82.8)
<.001
Age
18-29
251 (9.9)
108 (22.3)
143 (7.0)
30-44
950 (37.4)
215 (44.4)
735 (35.7)
45-60
1340 (52.7)
161 (33.3) 1179 (57.3)
Employment
<.001
Full-time
255 (10.0)
81 (16.7)
174 (8.5)
Part-time
242 (9.5)
48 (9.9)
194 (9.4)
Unemployed
1297 (51.0)
203 (41.9) 1094 (53.2)
Disabled
747 (29.4)
152 (31.4)
595 (28.9)
Education
<.001
Less Than High School
779 (30.7)
117 (24.2)
662 (32.2)
High School Graduate/Some
1637 (64.4)
307 (63.4) 1330 (64.7)
College
Graduated from a 4 four college/
95 (3.7)
40 (8.3)
55 (2.7)
university
Sexual Behavior
<.001
Heterosexual
1619 (63.7)
250 (51.7) 1369 (66.6)
Gay
257 (10.1)
112 (23.1)
145 (7.0)
Bisexual
665 (26.2)
122 (25.2)
543 (26.4)
.146
Ever Been Incarcerated
Yes
1888 (74.3)
350 (72.3) 1538 (74.8)
Homeless in the Past Year
.004
Yes
Injection Drug Use
Yes
Discrimination/ Any Form
Yes
Discrimination/SES
Yes
Discrimination/Alcohol and
Drug Use

1083 (42.6)

233 (48.1)

850 (41.3)

<.001
1003 (39.5)

304 (62.8)

699 (34.0)

801 (31.5)

164 (33.9)

637 (31.0)

571 (22.5)

122 (25.2)

449 (21.8)

.118
<.001
.311
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Yes
Discrimination/Race
Yes
Discrimination/ Sex
Orientation
Yes

399 (15.7)

80 (16.5)

319 (15.5)

268 (10.5)

32 (6.6)

236 (11.5)

.001
.114
118 (4.6)

17 (3.5)

101 (4.9)

based on alcohol and drug use. Fewer of the men in the study experienced
difficulty getting health care due to discrimination based on race (10.5%), sexual
orientation (4.6%), and HIV status (2.2%).
There were statistically significant differences between White and Black
men on various demographic, health, and behavioral characteristics. There were
higher percentages of White men who were employed full time, reporting being
MSM, injection drug use, and experiencing difficulty obtaining healthcare due to
discrimination based on SES. Black men had higher percentages of
unemployment, never been tested for HIV, and experiencing difficulty obtaining
healthcare due to discrimination based on race.
Specific aim #1: Explore the difference in the types of difficulty getting healthcare
due to discrimination by Black and White men layered by sexual behavior (MSM,
MSMW, and MSW)
White and Black MSM (Table 4.2)
Discrimination due to Race
There was a significant association between race and experiencing
difficulty getting health care due to race among MSM in this sample [ X2 (1, N =
257) = 4.23, p=.03]. Overall, 7.4% (n=20) of MSM reported having difficulty
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getting health care due to race. Among those men, 3.6% (n=4) of White MSM
reported experiencing difficulty getting health care due to race. Comparatively,
10.3% (n=15) of BMSM reported experiencing discrimination while trying to get
health care due to race. BMSM were more likely to report experiencing
discrimination due to race than White MSM.
Discrimination due to Socioeconomic Status (SES)
There was no significant association between Black and White MSM
experiencing difficulty getting healthcare due to SES [X2 (1, N = 257) = .31,
p=.34]. Overall, 19.8% (n=51) of MSM reported having difficulty getting health
care due to SES. Among White MSM, 21.4% (n=24) reported experiencing
difficulty getting health care due to their SES. However, 18.6% (n=27) of BMSM
reported experiencing difficulty getting health care due to SES.
Discrimination due to Alcohol and Drug Use
There was no significant association between Black and White MSM
experiencing difficulty getting health care due to alcohol and drug use, [X2 (1, N =
257) = 2.26, p=.09]. Overall, 12.5% (n=32) of MSM reported having difficulty
getting health care due to alcohol and drug use. Among White MSM, 8.9%
(n=10) reported experiencing difficulty getting health care due to alcohol and drug
use. Comparatively, 15.2% (n=22) of BMSM reported experiencing difficulty
getting health care due to alcohol and drug use.
Discrimination due to Sexual Orientation

49

There was an association between Black and White MSM experiencing
difficulty getting health care due to their sexual orientation, [X2 (1, N = 257) =
4.90, p=.02].Overall, 7.4% (n=20) of MSM reported having difficulty getting health
care due to their sexual orientation. Among White MSM, 3.6% (n=4) reported
experiencing difficulty getting health care due to their sexual orientation.
Comparatively, 11.0% (n=16) of BMSM reported experiencing difficulty getting
health care due to their sexual orientation. The results indicated BMSM were
more likely to report experiencing discrimination due to their sexual orientation
than White MSM.
White and Black MSMW (Table 4.3)
Discrimination due to Race
There was an association between Black and White MSMW experiencing
difficulty getting health care due to race,[ X2 (1, N = 683) = 1.52, p=.28].Overall,
11.9% (n=81) of MSMW reported having difficulty getting health care due to race.
Among White MSMW, 8.7% (n=11) reported experiencing difficulty getting health
care due to race. Comparatively, 12.6% (n=70) of BMSMW reported
experiencing this same form of discrimination. BMSMW (10.6%) were more likely
to report experiencing discrimination due to race than White MSMW (3.4%) by
more than 7% (p=.02).
Discrimination due to SES
There was not an association between Black and White MSMW
experiencing difficulty getting health care due to SES, [X2 (1, N = 665) = 2.92,
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p=.057*]. Overall, 27.4% (n=182) of MSMW reported having difficulty getting
health care due to SES. Among White MSMW, 33.6% (n=41) reported
experiencing difficulty getting health care due to their SES. Comparatively, only
26.0% (n=141) of BMSMW reported experiencing difficulty getting health care
due to SES. Due to the nature of the analysis and the borderline significance, I
continued to construct a logistic regression model for this association.
Discrimination due to Alcohol and Drug Use
There was no association between Black and White MSMW experiencing
difficulty getting health care due to alcohol and drug use, [X2 (1, N = 665) = .44,
p=.29]. Overall, 17.6% (n=117) of MSMW reported having difficulty getting health
care due to alcohol and drug use. Among White MSMW, 19.7% (n=24) reported
experiencing difficulty getting health care due to alcohol. Comparatively, 17.1%
(n=93) of BMSMW reported experiencing difficulty getting health care due to
alcohol.
Discrimination due to Sexual Orientation
There was not an association between Black and White MSMW
experiencing difficulty getting health care due to their sexual orientation, [X2 (1, N
= 665) = .187 p=.42]. Overall, 6.6% (n=44) of MSMW reported having difficulty
getting health care due to their sexual orientation. Among White MSMW, 5.7%
(n=7) reported experiencing difficulty getting health care due to their sexual
orientation. Comparatively, 6.7% (n=37) of BMSMW reported experiencing
difficulty getting health care due to their sexual orientation.
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White and Black MSW (Table 4.4)
Discrimination due to Race
There was an association between Black and White MSMW experiencing
difficulty getting health care due to race, [X2 (1, N = 1619) = 4.30, p=.02]. Overall,
10.5% (n=170) of MSW reported having difficulty getting health care due to race.
Among those, 6.8% (n=17) of White MSW reported experiencing difficulty getting
health care due to race. Comparatively, 11.2% (n=153) of Black MSW reported
experiencing discrimination while trying to get health care due to race. The
results indicated Black MSW were more likely to report experiencing
discrimination due to race than White MSW.
Discrimination due to SES
There was an association between Black and White MSW experiencing
difficulty getting health care due to SES, [X2 (1, N = 1619) = .662, p=.24]. Overall,
20.9% (n=338) of MSW reported having difficulty getting health care due to SES.
Among White MSW, 22.8% (n=57) reported experiencing difficulty getting health
care due to their SES. Comparatively, 20.5% (n=281) of Black MSW reported
experiencing difficulty getting health care due to SES.
Discrimination due to Alcohol and Drug Use
There was not a significant association between Black and White MSW
experiencing difficulty getting health care due to alcohol and drug use, [X2 (1, N =
1619) = 1.98, p=.09]. Overall, 15.4% (n=250) of MSW reported having difficulty
getting health care due to alcohol and drug use. Among White MSW, 18.4%

52

(n=46) reported experiencing difficulty getting health care due to alcohol.
Comparatively, 14.9% (n=204) of Black MSW reported experiencing difficulty
getting health care due to alcohol and drug use.
Discrimination due to Sexual Orientation
There was not an association between Black and White MSW
experiencing difficulty getting health care due to their sexual orientation, [X2 (1, N
= 1619) = .80, p=.24]. Overall, 3.3% (n=54) of MSW reported having difficulty
getting health care due to their sexual orientation. Among White MSW, 2.4%
(n=6) reported experiencing difficulty getting health care due to their sexual
orientation. Comparatively, 3.5% (n=48) of Black MSW reported experiencing
difficulty getting health care due to their sexual orientation.
Table 4.2. Health care discrimination experienced by White and BMSM
Total
Race
n=269 (%)
White
BMSM
MSM
n=151 (%)
X2
n=118 (%)
statistic
Any Discrimination
73 (28.4)
30 (26.8)
43 (29.7)
.256
Racial Discrimination
20 (7.4)
4 (3.4)
16 (10.6)
4.99
SES Discrimination
51 (19.8)
24 (21.4)
27 (18.6)
.313
Alcohol/Drug Use
32 (12.5)
10 (8.9)
22 (15.2)
2.26
Discrimination
Sexual Orientation
20 (7.8)
4 (3.6)
16 (11.0)
4.90
Discrimination
Table 4.3. Health care discrimination experienced by White and BMSMW
Total
Race
(n=684)
White
BMSMW
MSMW
n=557
X2
n=127(%)
(%0
statistic
Any Discrimination
260 (39.1)
53 (43.4) 207 (38.1)
1.18
Racial Discrimination
81 (11.9)
11 (8.7)
70 (12.6)
1.52
SES Discrimination
182 (27.4)
41 (33.6)
141 (26.0)
2.92
Alcohol/Drug Use
117 (17.6)
24 (19.7)
93 (17.1)
.445
Discrimination
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p value
.358
.020
.343
.094
.021

p value
.162
.138
.057*
.292

Sexual Identity
Discrimination

44 (6.6)

7 (5.7)

37 (6.8)

.187

Table 4.4. Health care discrimination categories by White and Black MSW
Total
Race
(n=1659)
White
Black
MSW
MSW
X2
(n=256)
(n=1403)
statistic
Any Discrimination
468 (28.9)
81 (32.4)
387 (28.3)
1.75
Racial Discrimination
177 (10.7)
18 (7.0)
159 (11.3)
4.21
SES Discrimination
338 (20.9)
57 (22.8)
281 (20.5)
.662
250 (15.4)
46 (18.4)
204 (14.9)
1.98
Alcohol/Drug Use
Discrimination
Sexual Identity
54 (3.3)
6 (2.4)
48 (3.5)
.802
Discrimination

.423

p value
.106
.022
.231
.096

Multivariate analysis
Direct logistic regression was performed to assess the impact of the
number of factors on the likelihood Black and White men with different sexual
behaviors (MSM, MSMW, and MSW) would report experiencing difficulty getting
health care due to discrimination. The different models contained significant
correlates based on results from the previous chi-square test. The different
models’ correlates are specific to the form of discrimination being assessed.
The models indicated BMSM had higher odds of reporting experiencing
difficulty getting health care due to discrimination based on race and sexual
orientation. MSMW who reported being disabled had higher odds of experiencing
difficulty getting health care based on discrimination based on SES. Lastly,
BMSMW had higher odds of experiencing difficulty getting health care due to
discrimination based on race.
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.248

Model #1(Table 4.5) assessed the likelihood of MSM reporting
experiencing difficulty getting health care due to race and contained five
correlates (race, age, injection drug use, incarceration, and homelessness).
None of the correlates entered into the model yielded significant results at the
p<.05 level. However, one correlate made a slightly statistically significant
contribution to the model (race). The slightly significant predictor of experiencing
difficulty getting health care due to discrimination based on race was the
participant identifying as Black, with an odds ratio of 3.20; 95% CI (.983,10.46).
This indicated BMSM had three times higher odds of experiencing difficulty
getting health care due discrimination by race, compared to White men,
controlling for all other factors in the model.
Model #2 (Table 4.6) assessed the likelihood of MSM experiencing
difficulty getting health care due to sexual orientation and contained three
correlates (race, age, and homelessness). One correlate made a unique
statistically significant contribution to the model (race). The strongest predictor of
experiencing difficulty getting health care due to discrimination based on sexual
orientation was the participants’ being Black, with an odds ratio of 3.28. This
indicated BMSM had three times higher odds of experiencing difficulty getting
health care due to sexual orientation discrimination, compared to White men
while controlling for all other factors in the model (OR=3.28; 95% CI
(1.03,10.40)).
Model #3 (Table 4.7) assessed the likelihood of MSMW experiencing
difficulty getting health care due to SES and contained four correlates (race,
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employment status, injection drug use, and incarceration). One correlate made a
unique statistically significant contribution to the model (disability). The strongest
predictor of experiencing difficulty getting health care due to discrimination based
on SES was the participant reporting to be disabled, with an odds ratio of .40.
This indicated that MSMW who reported being disabled had lesser odds of
experiencing discrimination due to SES compared to MSMW who reported being
unemployed while controlling for all other factors in the model (OR=40; 95% CI
(0.26,0.61).
Model #4 (Table 4.8) assessed the likelihood of MSW experiencing
difficulty getting health care due to race and contained four correlates (race, age,
injection drug use, and incarceration). One correlate made a unique statistically
significant contribution to the model (race). The strongest predictor of
experiencing difficulty getting health care due to discrimination based on race
was the participant identifying as Black, with an odds ratio of 1.85. This indicated
BMSM had 1.85 higher odds of experiencing difficulty getting health care due
discrimination by race, compared to White men while controlling for all other
factors in the model (OR=1.85; 95% CI (1.06, 3.22).
Table 4.5. Model (1) Odds of health care discrimination experienced by MSM: Discrimination based on
race, adjusted for race, age, injection drug use, incarceration, and homelessness
MSM Total, n= 257
Variable
Race/Ethnicity
White/
Caucasian
Black/ African
American

B

S.E.

Wald

df

P value

Odds
Ratio

95% CI

1.00 (ref.)
1.166

.603

3.733
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1

.053*

3.20

(.983,10.46)

Age
18-29
30-44
45-60+

.764
.775

Injection Drug
Use
No
Yes
Incarceration
No
Yes

1.089
1.087

.530
.492
.509

2
1
1

.767
.483
.475

1.00 (ref)
2.147
2.17

(.254-18.14)
(.258-18.27)

-.214

.553

.150

1

.699

1.00 (ref)
.807

(.273,2.38)

-.282

.494

.327

1

.567

1.00 (ref)
.754

(.286,1.98)

Table 4.6. Model (2) Odds of health care discrimination experienced by MSM: Discrimination based
on sexual orientation, adjusted for race, age, homelessness
MSM Total, n=257
Variable
B
S.E.
Wald
df
P value
Odds
95% CI
Ratio
Race/Ethnicity
White/
Caucasian
Black/ African
American

1.00 (ref)
1.188

.589

4.074

1

.044

3.281

(1.03,10.40)

Age
18-29
30-44
45-60+

-.468
-.597

.722
.730

.420
.671

1
1

.517
.413

1.00 Ref
.627
.550

(.152,2.57)
(.132,2.29)

Homelessness
No
Yes

.360

.475

.575

1

.448

1.00 (ref)
1.433

(.565,3.63)

Table 4.7. Model (3) Odds of health care discrimination experienced by MSMW: Discrimination
based on SES, adjusted for race, employment status, injection drug use, and incarceration.
MSMW Total, n= 665
Variable
B
Race/Ethnicity
White/
Caucasian
Black/ African -.361
American
Employment
Full-time

-.294

S.E.

Wald

df

P value

Odds Ratio

95% CI

1.00 (ref)
.230

2.458

1

.117

.697

(.444,1.09)

.365

.648

1

.421

.746

(.365,1.52)
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Part-time
Unemployed
Disabled

.438

.315

1.98

1

.164

-.909

.214

18.055

1

<.001

1.55
1.00 (ref)
.403

(.984, 2.04)

(.937, 2.26)

Injection Drug
Use
No
Yes

.350

.187

3.50

1

.061

1.00 (ref)
1.419

Incarceration
No
Yes

.377

.226

2.79

1

.095

1.00 (ref)
1.45

(.836,2.87)
(.265, .613)

Table.4.8. Model (4) Odds of health care discrimination experienced by MSW: Discrimination
based on race, adjusted for race, age, injection drug use, and incarceration.
MSW Total, n=1619
Variable
B
Race/Ethnicity
White/
Caucasian
Black/ African .615
American

S.E.

Wald

df

P value

Odds Ratio

95% CI

1.00 (ref)
.284

4.705

1

.030

1.85

(1.06,3.22)

Age
18-29
30-44
45-60

.379
.039

.313
.315

1.465
.015

1
1

.226
.902

1.00 (ref)
1.46
1.04

Injection Drug
Use
No
Yes

.227

.177

1.635

1

.201

1.00 (ref)
1.254

(.886,1.77)

Incarceration
No
Yes

-.240

.185

1683

1

.194

1.00 (ref)
.787

(.548,1.13)
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(.791,2.69)
(.561,
1.92)

pecific aim #2: Examine the association between experiencing difficulty getting
health care based on any form of discrimination and being tested for HIV among
all men, layered by sexual behavior only (MSM, MSMW, and MSW)
All Men
Overall, 31.5% (n= 801) of men in the study reported experiencing
difficulty getting health care. Of these men, 14.9% (n=119) had never been
tested for HIV before entering the study. Comparatively, 68.5% (n=1,740) of the
men in the study did not report experiencing difficulty getting health care, and of
those men 18.1% (n=315) had never been tested for HIV before entering the
study. There was a statistically significant association [X2 (1, N = 2541) = 4.08,
p=0.02. Men who experienced difficulty getting healthcare were more likely to
have been tested before entering the study (Table 4.9).
MSM
Among the 28.4% (n=73) of MSM who had experienced difficulty getting
health care, 6.8% (n=5) had not been tested for HIV before entering the study.
Among the 71.6% (n=184) of MSM who had not experienced difficulty getting
health care, 8.7 %( n=16) had not been tested for HIV before entering the study.
However, the difference was not statistically significant [X2 (1, N = 257) = 0.23,
p=0.41] (Table 4.9).
MSMW
Among the 39.1% (n=260) of MSMW who had experienced difficulty
getting health care, 11.9% (n=31) had not been tested for HIV before entering the
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study. Among the 60.9% (n=405) of MSMW who had not experienced difficulty
getting health care, 16.8% (n=68) had not been tested for HIV before entering the
study .There was not a statistically significant association with a p. <.1 [X2 (1, N =
665) = 2.96, p=.053] (Table 4.9).
MSW
Among the 28.9% (n=468) of MSW who had experienced difficulty getting
health care, 17.7% (n=83) had not been tested for HIV before entering the study.
Among the 71.1% (n=1151) of MSW who had not experienced difficulty getting
health care, 20.1% (n=231) had not been tested for HIV before entering the
study. However, the difference was not statistically significant [X2 (1, N = 1619)
=1.160, p=0.15] (Table 4.9).
Table 4.9 . Discrimination and HIV Test Among All Men
HIV Testing
No
Yes
(n=434)
(n=2107)
All Men, n= 2541
Any Discrimination
No
315 (18.1)
1425 (81.9)
Yes
119 (14.9)
682 (85.1)

X2
statistic

p value

4.083

.024

MSM, n=257
Any Discrimination
No
Yes

16 (8.7)
5 (6.8)

168 (91.3)
68 (93.2)

.237

.419

MSMW, n=665
Any Discrimination
No
Yes

68 (16.8)
31 (11.9)

337 (83.2)
229 (88.1)

2.96

.053*

MSW= 1619
Any Discrimination
No
Yes

231 (20.1)
83 (17.7)

920 (79.9)
385 (82.3)

1.16

.157
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Multivariate Analysis
Direct logistic regression was performed to assess the impact of the key
variables on the likelihood Black and White men who experience any form of
discrimination will get HIV tested. The model used to assess the likelihood of
men in the study to get HIV tested contained six correlates (any form of
discrimination, race, sexual behavior, employment, injection drug use, and
incarceration) (Table 4.10). Three correlates were found to make a statistically
significant contribution to the model (sexual behavior, injection drug use, and
being incarcerated). The primary predictor, experiencing any form of
discrimination, was no longer statistically significant in the model when controlling
for key variables in this relationship (OR=1.19; 95% CI, 0.94, 1.51).
However, the strongest predictor of getting HIV tested among Black and
White men was reporting to be MSM, with an odds ratio of 2.93. This indicated
MSM had almost three times higher odds of getting HIV tested, compared to
MSW while controlling for all other factors in the model (OR=2.93; 95% CI 1.80,
4.74). Also, men who reported injection drug use had 1.59 higher odds of getting
HIV tested, when controlling for all other variables in the model (OR= 1.59; 95%
CI 1.25, 2.03). Finally, men who reported ever being incarcerated had 1.56
higher odds of getting HIV tested, compared to men who have never been
incarcerated when controlling for all other variables in the model (OR= 1.46; 95%
CI 1.15,1.85).
Table 4.10. Odds of getting HIV tested: adjusting for experiencing any discrimination, race,
sexual behavior, Employment (SES), injection drug use, incarceration among Black and
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White men
All Men, 2541
Variable

B

S.E.

Wald

df

P value

Any Discrimination
No
Yes

.179

.120

2.203

1

.138

1.00 (ref)
1.19

.258

.133

2.895

1

.089

1.00 (ref)
1.254

1.075 .246
.024 .129

19.09
3.471

1
1

<.001
.062

1.00 (ref)
2.931
1.271

-.003
.022

.180
.185

.000
.014

1
1

.988
.906

.226

.133

2.89

1

.089

.997
1.022
1.00 (ref)
1,25

Injection Drug Use
No
Yes

.468

.123

14.58

1

<.001

1.00 (ref)
1.59

(1.25, 2.03)

Incarceration
No
Yes

.381

.120

10.11

1

<.001

1.00 (ref)
1.46

(1.15, 1.85)

Race/Ethnicity
White/ Caucasian
Black/ African
American
Sexual Behavior
Heterosexual
Gay
Bisexual
Employment
Full-time
Part-time
Unemployed
Disabled

Odds
Ratio

95% CI

(.944, 1.51)

(.966,
1.628)

(1.80, 4.74)
(.988,1.635)

(.701, 1.41)
(.711, 1.46)
(.966, 1.62)

Specific aim 3: Examine the association between experiencing difficulty getting
health care based on any form discrimination and getting HIV tested among
Black and White men
Of the White men who experienced difficulty getting health care due to any
form of discrimination, 13.4% (n=22) reported they had never been tested for HIV
before entering the SATHCAP study, and 86.6% (n=142) reported they had
previously been tested for HIV. Comparatively, of the 66.1% (n=320) of White
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men who did not experience difficulty getting health care, 18.0% (n=58) reported
they had never been tested for HIV, and 82.0% (n=264) reported they had been
tested for HIV. However, the difference was not statistically significant [X2 (1, N =
484) =1.74, p=0.116] (Table 4.11).
Although, 31.0% (n=649) of Black men experienced difficulty getting
health care, 15.2% (n=97) of those reported they had never been tested for HIV
before entering the SATHCAP study, and 84.8% (n=540) reported they had
previously been tested for HIV. Comparatively, of the 69.0% (n=1445) of Black
men who did not experience difficulty getting health care, 18.1% (n=257)
reported they had never been tested for HIV, and 81.4% (n=1163) reported they
had been tested for HIV. However, the difference was not statistically significant
[X2 (1, N = 2057) =2.54, p=0.062] (Table 4.11).
Table 4.11 Discrimination and HIV Test Among White and Black Men
HIV Testing
No
Yes
n=847 (%)
n=2135 (%)
All White Men, n= 484
Any Discrimination
No
58 (18.1)
262 (81.9)
Yes
22 (13.4)
142 (86.6)
All Black Men, n=2057
Any Discrimination
No
257 (18.1)
1163 (81.4)
Yes
97 (15.2)
540 (84.8)

X2
statistic

p value

1.74

.11

2.54

.06

Multivariate Analysis
Model #1 (Table 4.12) assessed the impact of experiencing discrimination
on the likelihood of getting HIV tested among White men. There was not a
significant association between experiencing discrimination and getting HIV
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tested among White men. Therefore, the unadjusted model contained only the
primary predictor, which was experiencing any form of discrimination. There was
not a significant relationship found among White men and being tested for HIV in
the unadjusted model with experiencing discrimination as the primary predictor
(OR= 1.42; 95% CI, 0.84, 2.43).
Model #2 (Table 4.13) assessed the impact of experiencing discrimination
on the likelihood of being HIV tested among Black men. Due to the significant
association in the bivariate analysis, I explored the effect of controlling for key
correlates in this relationship. This model contained five correlates (any form of
discrimination, employment, age, injection drug use, and incarceration). Three
correlates showed statistically significant contributions to the model (sexual
behavior, injection drug use, and incarceration) when assessing the relationship
between HIV testing and experiencing discrimination among Black men. The
primary predictor, experiencing any form of discrimination, was no longer
statistically significant in the model when controlling for key variables in the
relationship (OR=1.21; 95% CI, 0.93, 1.57). However, the results indicated Black
men who reported being disabled had 1.44 higher odds of getting HIV tested,
compared to Black men who were unemployed, while controlling for all other
variables in the model (OR=1.85; 95% CI, 1.06,3.22).
Also, Black men who reported injection drug use had 1.39 higher odds of
getting HIV tested, when controlling for all other variables in the model (OR=
1.39; 95% CI,1.08,1.80). Finally, the model (OR= 1.38; 95% CI,1.06, 1.80)
indicated Black men who are disabled, participate in injection drug use, and have
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ever been incarcerated have higher odds of getting HIV tested, compared to
Black men who did not have any of the previously stated experiences, when
controlling for key variables in this relationship.
4.12 Model (1) Unadjusted Logistic Regression Model Predicating HIV Testing, Based on
Experiencing Any Form of Discrimination, All White Men, 2006-2008 (n=484)
Variable
Any Discrimination
No
Yes

B

.357

S.E.

.271

Wald

1.73

df

1

P
value

.188

Odds Ratio

1.00 (ref)
1.42

95% CI

(.840, 2.43)

4.13 Adjusted Logistic Regression Model Predicating HIV Testing, Based on Experiencing Any
Form of Discrimination, All Black Men, 2006-2008 (n=2057)
Variable

B

S.E.

Wald

df

P value

Odds
Ratio

Any Discrimination
No
Yes

.192

.132

2.11

1

.146

1.00 (ref)
1.21

Employment
Full-time

.143

.215

.439

1

.508

1.15

Part-time

.142

.208

.463

1

.496

1.15

.011

1.00 (ref)
1.44

.628

1.00 (ref)
1.11

.016

1.00 (ref)
1.39

Unemployed
Disabled

Age
18-29
30-44

.369

.650

.145

.226

6.49

1

8.24

1

95% CI

(.935,
1.57)

(.756,
1.75)
(.756,
1.73)
(1.08,
1.92)

(.727,
1.69)

45+
Injection Drug Use
No
Yes

.326

.135

5.85

1

Incarceration
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(1.08,1.80)

No
Yes

.333

.131

6.50

1
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.011

1.00 (ref)
1.38

(1.06,
1.80)

CHAPTER 5

IMPLICATIONS FOR PUBLIC HEALTH

The findings of this study have several implications for public health
professionals, policy makers, and health care providers. This secondary analysis
was designed to assess how experiencing discrimination within the health care
setting can affect Black and White MSM, MSMW, and MSW being HIV tested. In
this study, three research aims were investigated: 1) The difference between the
types of discrimination experienced by Black and White MSM, MSMW, and MSW
in the health care setting were explored; 2) The association between
experiencing discrimination and being tested for HIV for all MSM, MSMW, and
MSW was examined and finally 3) The association between experiencing
discrimination and being HIV tested for Black and White men was examined.
I developed this study to investigate how structural factors such as
discrimination, racism, and classism impact Black men being HIV tested. The
National HIV/AIDS Strategy has made major strides in collaboration across
federal government agencies with increasing improvements in HIV prevention
and care. There are specific recommendations for strategies that “tackle
misperceptions, stigmas, and discrimination to break down barriers to HIV
prevention, testing, and care” that “prioritize and promote research to fill gaps in
knowledge along the care continuum.” 3 This information set the precedent for
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this study and allowed the findings to advance the conversation surrounding the
impact of structural factors on HIV prevention and testing among Black men.
I found race and sexual behavior were significant predictors of HIV testing.
Black men experienced racial discrimination at higher percentages when
compared to White men while trying to get health care. Unexpectedly, I found
when controlling for correlates, difficulty being health care due to any form of
discrimination was not related to HIV testing among Black and White men. Also,
employment, IDU, and incarceration were stronger predictors of HIV testing than
experiencing difficulty being health care due to any form of discrimination.
The sections that follow describe public health implications that are
supported by the data analysis of this study and previous research. First, this
chapter will discuss the necessity of cultural competency in health care and
health care education. Secondly, this chapter will examine the need for policy
change for HIV testing procedures at state-level jails and prisons to increase
coverage of marginalized populations. Thirdly, this chapter will stress the need
for an increase in funding for HIV prevention programs that target men who are
unemployed and in untraditional testing environments. Lastly, this chapter will
highlight the study limitations, strengths, and recommendations for future
research.
Cultural Competency Implication
Consistent with previous research on healthcare-related discrimination,
our results suggest that difficulty being health care due to discrimination impacts
individuals of different races/ethnicities and different reported sexual behaviors

68

(MSM, MSMW, and MSW).31 I explored the difference in the types of difficulty
being health care due to discrimination by Black and White men layered by
sexual behavior. After controlling for a variety of background characteristics, I
found BMSM and MSW were more likely than their White counterparts to report
experiencing difficulty being health care because of racial discrimination and
sexual orientation. Unexpectedly, there were contrasting findings for MSMW that
suggested White MSMW experienced more difficulty being health care due to
discrimination based on SES, compared to BMSMW. However, as I expected,
this relationship was significantly impacted by employment status rather than
race among MSMW.
These findings suggest the impact of experiencing difficulty being health
care because of discrimination did not work similarly across races/ethnicities,
sexual behaviors (MSM, MSMW, MSW), and SES. These results can inform
health care systems and providers of the type of discrimination affecting Black
and White MSM, MSMW, and MSW, as well as those who are unemployed.
These findings highlight the need for discrimination-reducing interventions in the
health care system. To be effective, interventions based on cultural competency
would need to address the problem at the individual level (the patient) and
organizational level (health care providers in the health care system).
At the individual level, interventions need to address a mixture of the
types of discrimination that can co-occur among individuals of different
race/ethnicity groups and employment statuses. For instance, the findings
indicated White MSMW experienced difficulty being health care due to SES
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discrimination. However, after controlling for race, I found the relationship was
impacted significantly by employment. This suggests SES was influencing this
relationship more than race. This finding can be explained by LaVeist and
colleagues, who found racial differences in social environments explain
meaningful portions of health disparities.52 Due to segregation in environments,
racial groups are exposed to different health risks and have varied access to
health services depending on where they live.

52

When controlling for race, SES

was a stronger predicator. If I had more information on the locations where these
individuals resided, I would expect it to be a significant predictor as well. Future
interventions need to focus on more than just racial and sexual behavior
differences of patients; they should also consider patients who come from
various SES and segregated environments.
An example of this type of intervention was the peer or near-peer patient
navigation approach for improving engagement in HIV medical care. Patient
navigators work with individuals to identify unmet needs and barriers to care.43
Patients assigned a navigator report experiencing fewer effects of stigma and
discrimination when interacting with the health care system.43 The peer patient
navigators can facilitate health advocacy and health education that can counter
the effects of experiencing discrimination. This will allow an opportunity for
individuals to feel more comfortable and confident disclosing information about
sexual behaviors, risky health behaviors (non-condom use or IDU), and
economic needs. The peer patient navigators will have a shared cultural
background and/or empathy for past discriminatory experiences. Using peer or
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near-peer patient navigation to alleviate the impact of discrimination at the
individual level could significantly improve utilization of HIV prevention services. 43
Secondly, data analysis revealed a significant association between
BMSM and experiencing difficulty being health care due to sexual orientation.
This finding raises service concerns regarding sexual identity competency and
acceptance in the health care system, particularly given BMSM account for the
highest number of men diagnosed with HIV in the U.S.8 These findings highlight
the need for health care providers to ensure their clinic, hospital, or health care
system can promote a positive and judgement-free message and culture. Health
care providers have to be trained to create an unbiased environment that
facilitates trust and openness with patients at higher risk for HIV. Patients have to
be able to be thorough with their health care provider to receive the most
accurate treatment and harm reduction guidance that was appropriate for the
patient.51
An example of this type of intervention in the health care system was the
CDC/ HRSA Retention in Care Project. This intervention included the use of
posters, brochures, and messages delivered by HIV medical providers and staff
to all patients regarding the importance of retention in care.43 The initial phase of
implementation of this intervention saw improved attendance among new or
reengaging patients, which was consistent across the six clinics involved.53 Using
these targeted messages and including messages of acceptance and inclusion
could counteract the previous experiences of discrimination within the health care
system. This intervention could counteract the negative experiences of Black
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men who have had difficulty being health care due to any form of discrimination.
As public health professionals, we have to consider whether these discriminatory
experiences are affecting Black men being tested for HIV. If Black men are not
being tested for HIV due to potential negative interactions with the health care
system, then there was a decreased chance providers can retain them in care.
This type of intervention answers the National HIV/AIDS Strategy’s call for
improvement in successful progression through the HIV Care Continuum and
creates an inclusive health care system.43
Provisions and Funding for Intensive Outreach Programs for Black Men
Opting-out of HIV Testing
The purpose of the study was to investigate if experienced difficulty being
health care, based on different forms of discrimination, plays a role in the
difference of Black and White men being tested for HIV. I did not find difficulty
being health care based on any form of discrimination significantly played a role
in the difference of Black and White men being tested for HIV.
However, findings suggested Black men who are disabled, are IDUs, or
have been incarcerated have higher odds of being HIV tested, compared to
Black men who are unemployed, are non-IDUs, and have never been
incarcerated. It was important to know the groups of Black men who had lower
odds of being tested for HIV are men who are historically considered “low-risk”
for HIV transmission.48 Despite comparable or decreased individual risk factors,
Black men are most affected by HIV in the U.S.5
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The outcomes of this study indicated these groups of Black men see
themselves as “low-risk” for contracting HIV and are opting-out of being HIV
tested. For that reason, public health professionals need to focus on the “lowrisk” population of Black men in future interventions. This was not to imply Black
men who are considered “high-risk” should be ignored; rather, by targeting Black
men who are considered “low- risk,” public health efforts could possibly decrease
the dramatic drop-offs in the early steps of the HIV Care Continuum among Black
men and decrease the HIV-related disparities experienced by Black men.
An estimated 20% of persons living with HIV infection in the U.S. are
unaware of their HIV status, and heterosexual sex was the mode of HIV
exposure that has increased most rapidly.43,48 Lack of awareness of HIV
status can affect HIV rates in communities.5 Late diagnoses in the course of HIV
infection are common among Black men in the Black community, which results in
missed opportunities to prevent transmission to others.5 There was a need to
increase funding for provisions for HIV prevention education outreach programs
targeting “low-risk” and unemployed Black men. These HIV prevention education
outreach programs should focus on untraditional ways of giving access to HIV
testing to low-risk Black men and Black men with no access to health care.
Untraditional ways of reaching “low-risk” and unemployed Black men can
facilitate HIV education and testing. This type of outreach will help drive the
public health message that “low-risk” groups can still contract and transmit HIV.
Untraditional ways that the intervention can connect with the “low-risk” and
unemployed Black men are mobile testing, testing at community connection
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events, or testing at recreational centers. This approach could facilitate an
increase in HIV prevention and HIV testing awareness among men in their social
network, which most likely consists of individuals of similar socio-economic status
living in similar environments as the Black men being targeted by this
intervention. Interventions based on the increased availability of HIV prevention
and testing through networks of BMSM yielded significant responses to HIV
testing. Utilizing the social networks of BMSM enabled HIV testing programs to
identify a substantial number of unrecognized HIV infections.54 As public health
professionals, we need to advocate for resources that can help overcome the
financial and structural barriers that different individuals encounter when seeking
HIV care engagement.
Post Hoc Implication: Advocate for Consistent HIV Testing in Prisons to
Target Black Men
I examined the relationship between experiencing difficulty being health
care based on any form of discrimination and being HIV tested among Black and
White men. I found the relationship between experiencing difficulty being health
care based on any form of discrimination and being tested for HIV among all
Black men was impacted by employment status, IDU, and incarceration. I did not
find White men being tested for HIV were affected by experiencing difficulty being
health care based on any form of discrimination. These findings, with respect to
the relationship with Black men, HIV testing, and incarceration, are inconsistent
with literature that has identified incarceration as an inhibiting barrier to HIV
testing among all Black men.12,24 I found there were higher odds of Black men
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who have been incarcerated being HIV tested when compared to Black men who
had never been incarcerated, despite experiencing difficulty being health care
based on any form of discrimination being a primary predictor.
Though unexpected, this finding informs the need to focus on
understanding the dynamics of HIV among Black men cycling in and out of
correctional facilities in order to develop community wide HIV prevention
strategies.55 There was a need for intensified HIV prevention interventions for
Black men who have been involved in the criminal justice system. Specifically,
future interventions could push to provide HIV testing and prevention once Black
inmates have entered and/or upon release from prisons. These interventions
should integrate with programs that provide outreach for continued HIV care in
communities for Black men who are diagnosed with HIV during incarceration.
This public health implication calls for changes in interventions and policy within
the criminal justice system. Prevention interventions within the criminal justice
system can serve as an effective method for systematically addressing HIVrelated health disparities among Black men.56 Prevention strategies offered
within the criminal justice system provide a unique opportunity to engage Black
men when they may be receptive to behavior modification.56
An example of a prevention strategy that could be implemented in the
criminal justice system was the HIV-Test-Treat, and Retain intervention. The
HIV-Test, Treat, and Retain intervention has been “proposed as a powerful
strategy to reduce HIV-related morbidity and mortality and secondarily decrease
HIV transmission.”55 This intervention only exists as a model. The results from
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the intervention scenario showed expected substantial reductions in HIV
incidence, prevalence, and mortality among Black men. Given Black men
experience discontinuation of health care benefits and treatment upon release
from correctional facilities; an intervention that focuses on testing and treatment
for men with a history in the criminal justice system was highly needed.55
First, it was important to note the management of inmates across criminal
justice systems in different states varies immensely. The CDC provides
guidelines for state and federal correctional policies. Adherence to these
guidelines was often based on funding. The lack of resources for HIV testing and
treatment in correctional facilities causes administrators to weigh the cost of HIV
testing and treatment against other needs. Most correctional systems may not
provide such services, which suggests the opportunities for HIV diagnosis are
being missed in the majority of prison systems.57
There was a need for consistent HIV testing in state and federal
correctional systems. As public health providers, I cannot afford to miss the
opportunity to expose Black men to HIV testing, especially in an environment that
has linkage to care as an option. The Bureau of Justice Statistics reported there
are 45 states and federal prisons opted to test inmates if they had HIV-related
symptoms and 16 states and federal prisons tested inmates who belonged to
specific “high-risk” groups.58 Additionally, among jail populations, Black men are
five times as likely as white men to be diagnosed with HIV.7 This was a public
health issue, and there needs to be consistent testing in state and federal
correctional systems that was focused on Black men.
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Implications for Future Research
The purpose of the study was to investigate if experiencing difficulty being
health care due to different forms of discrimination plays a role in the difference
between Black and White men being tested for HIV. I found experiencing
difficulty being health care based on different forms of discrimination did not
affect White men being HIV tested but had a slight impact on Black men. These
findings indicate there was an interplay of factors that have strong connections in
this relationship. There are major factors other than race that impact HIV testing
between Black men and White men. Future research should focus on
discrimination experienced by individuals identified by SES indicators such as
employment, education, or insurance type.
Additionally, future investigations based on the HIV Care Continuum
should focus on looking at the psychosocial factors that are preventing men from
returning to receive test results. This could be an unidentified link between
remaining undiagnosed, receiving diagnoses, and entering treatment. If a patient
returns for test results there was an opportunity for linkage to care, furthering the
patient’s progression in the HIV Care Continuum.
Lastly, future research should focus on the role of health care specific
discrimination, with regard to how often it occurs, its intensity, and how it impacts
health care utilization after the individual has been HIV tested. Being HIV tested
was a critical moment in an individual’s life, especially among high risk groups.
Experiencing discrimination at the time of testing could have an intense effect on
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future health care decisions an individual makes. The long term effects of health
care discrimination to HIV maintenance can be deleterious.
Study Limitations and Strengths
This study used existing data for secondary analysis. The SATHCAP
study collected data from individuals from self-reporting questionnaires. Previous
studies have stated self-reports of discrimination may not be accurate and
generally tend to be underestimates.31 The second limitation was the crosssectional nature of the analyses. Cross-sectional analyses can only reveal
associations and cannot indicate causal relationships between experiencing
discrimination and HIV testing. This nature increases the likelihood alternate
explanations are possible.
Thirdly, the questionnaire item that measured the experienced
discrimination only asked participants whether the exposure occurred. The
questionnaire did not ask the study participants the magnitude or frequency of
the occurrence or difficulty being health care experienced.
Also, in terms of generalizability, this population can only represent
findings that are relevant to Black and White men with a dual high risk of
contracting HIV. Black and White men who are not classified as dual high risk
would not have had a chance to enroll in the study. Due to the nature of the
recruitment of participants in the study, there was a chance selection bias could
have occurred. The SATHCAP study utilized RDS sampling, which limits the
sample’s representativeness with respect to race/ethnicity and socioeconomic
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variables. For instance, there was not a diverse sample of men across age and
income groups.
Lastly, the SATHCAP study collected this data between 2006 and 2008. It
was important to consider this data was collected about 10 years ago under a
different presidential administration. During the Bush administration,
discrimination, stigma, and misperceptions of HIV prevention and testing were
not considered -- a National HIV strategy did not exist. This was an important
limitation to consider when understanding the findings of this study.
The National HIV Strategy and the Office of National AIDS Policy was
created during the Obama administration, a more progressive administration.
The Nation’s first comprehensive National HIV Strategy for the U.S. was released
to the public in 2010.3 This National Strategy within 5 years united people and
organizations in the U.S. to talk about HIV, prioritize, and organize prevention
and HIV care services.3 During the Bush administration these goals and visions
were not priority. Therefore, the efforts and resources needed to accomplish
these goals to tackle HIV prevalence and incidence in the U.S. were limited or
non-existent. This limitation could have had an effect on the experienced
discrimination in the health care system and being HIV tested among study
participants.
However, despite these potential limitations, this study provides data on
the types of difficulty stigmatized individuals are faced with when trying to get
health care and how the occurrences affect the likelihood of these men being
tested for HIV. This topic was lacking in extensive investigation in a population
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significantly impacted by HIV.14,24 Additionally, given the importance of HIV
testing on entry into the HIV Care Continuum, it was imperative to understand the
key indicators associated with the disproportionate impact of HIV and AIDS
among Black men, specifically BMSM.14
The men recruited for the SATHCAP study are regarded as a “hidden”
population.48 Hidden populations are those that do not have a defined sampling
frame and usually hold concerns of confidentiality due to involvement in
stigmatized or illicit behavior.48 The men who were selected as the seeds in the
recruitment process are considered a dual high risk group, due to their MSM
sexual behavior status and being IDU and/or DU. The unique quality of the
recruited population allowed this cross-sectional study to evaluate the
relationships of experiences of discrimination to HIV testing among members of a
marginalized population.
Conclusion
This study sought to investigate the association and relationship between
experiencing difficulty being health care due to discrimination and HIV testing
among Black and White men. This study discovered there are complexities in the
effects health care based discrimination has on Black and White men and being
tested for HIV. Public health efforts must consider the interplay of health care
discrimination and other barriers with regard to HIV testing among Black men.
This study suggested there was a multiplicity of structural-related factors need to
be considered when addressing participation in HIV testing among Black men.
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Appendix
Missing Data for Demographic, Health, and Behavioral Characteristics of the Study
Population, 2006-2008
Total
2,661
Age
18-29
30-44
45-60
60+
Race/ Ethnicity
White/Caucasian
Black/African-American
Income
Less than $18,000
$18,001-$30,000
$30,001-$48,000
$48,000+
Education
Less Than High School
High School Graduate and Some
College
Graduated from a 4 four college/
university
Graduate or Professional degree
Employment
Full-time
Part-time
Unemployed
Disabled
Sexual Behavior
Heterosexual
Gay
Bisexual
Homeless in the Past Year
No
Yes

Missing
(%)
120 (22.1)

Sample
(%)
2541 (95.4)

p-value

.113
269 (10.2)
991 (37.4)
1312 (49.5)
77 (2.9)

18 (16.7)
41 (38.0)
47 (43.5)
2 (1.9)

251 (9.9)
950 (37.4)
1265 (49.8)
75 (3.0)
.070

514 (19.3)
2147 (80.7)

30 (25.0)
90 (75.0)

484 (19.0)
2057 (81.0)

2416 (91.6)
164 (6.2)
30 (1.1)
27 (1.0)

88 (91.7)
5 (5.2)
3 (3.1)
0 (0.0)

2328 (91.6)
159 (6.3)
27 (1.1)
27 (1.1)

820 (30.8)
1707 (64.2)

41 (34.5)
70 (58.8)

779 (30.7)
1637 (64.2)

99 (3.7)

4 (3.4)

95 (3.7)

34 (1.3)

4 (3.4)

30 (1.2)

.200

.147

.232
263(9.9)
253 (9.5)
1353(50.8)
792 (29.8)

8 (6.7)
11 (9.2)
56 (46.7)
45 (37.5)

255 (10.0)
242 (9.5)
1297 (51.0)
747 (29.4)
.158

1659 (63.5)
269 (10.3)
684 (26.2)

40 (56.3)
12 (16.9)
19 (26.8)

1619 (63.7)
257 (10.1)
665 (26.2)
.224

1531 (57.6)

73 (61.3)

1458 (57.4)

1129 (42.4)

46 (38.7)

1083 (42.6)
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Missing data for demographic, health, and behavioral characteristics of the study
population, 2006-2008
Total
(%)

Missing
(%)

Sample
(%)

1603 (60.3)
1057 (39.7)

65 (54.6)
54 (45.4)

1538 (60.5)
1003 (39.5)

281 (11.9)
1925 (72.4)
453 (17.0)

14 (10.5)
85 (72.0)
19 (16.1)

267 (10.6)
1840 (72.4)
434 (17.1)

454 (17.2)
2185 (82.8)

20 (20.4)
78 (79.6)

434 (17.1)
2107 (82.9)

2065 (77.6)
595 (22.4)

95 (79.8)
24 (20.2)

1970 (77.5)
571 (22.5)

Injection Drug Use
No
Yes
HIV Test Results
No Test Results
Test Results
Never Been Tested
Ever Been HIV Tested
No
Yes
Discrimination/SES
No
Yes
Discrimination/Race
No
Yes
Discrimination/HIV Status
No
Yes
Discrimination/Alcohol and Drug
Use
No
Yes
Discrimination/ Sex Orientation
No
Yes
Discrimination/ Any Form
No
Yes
Ever Been Incarcerated
No
Yes

p-value
.117

.877

.232

.321

.177
2374 (89.3)
284 (10.7)

101 (86.3)
16 (13.7)

2273 (89.5)
268 (10.5)
.542

2594 (97.8)
59 (2.2)

110 (98.2)
2 (1.8)

2484 (97.8)
57 (2.2)
.510

2242 (84.3)
417 (15.7)

100 (84.7)
18 (15.3)

2142 (84.3)
399 (15.7)

2537 (95.4)
122 (4.6)

114 (96.6)
4 (3.4)

2423 (95.4)
118 (4.6)

.558

.262
1811(68.3)
839 (31.7)

71 (65.1)
38 (34.9)

1740 (68.5)
801 (31.5)

685 (25.9)
1958 (74.1)

32 (31.4)
70 (68.6)

653 (25.7)
1888 (74.3)

.206
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